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THE AFFECTIVE PSYCHOSES IN CHILDREN.* 


By J. KASANIN, M. S., M. D., 


Research Associate, Special Research, Boston Psychopathic Hospital, 
Boston, Mass. 


Affective psychoses are extremely rare in childhood. At the 
Boston Psychopathic Hospital, which receives 1900 new patients 
a year, only two or three children are found during a year to be 
suffering from this disorder. The infrequency of the affective psy- 
choses in children is the common experience in American as well 
as in European clinics. One must remember, however, as I have 
shown in a previous paper,’ that there is a tendency in some clinics 
to group the affective disturbances in childhood with schizo- 
phrenia. The relative infrequency of the recognition of depres- 
sions in childhood is explained by Homburger,’ who tells us that a 
child naturally lacks the capacity to analyze his emotions and that 
a child does not know how to express his emotions verbally. The 
child merely states that he does not feel well, and this is taken as 
an evidence of physical illness. Such cases are seen most always by 
the pediatrician, but he frequently does not suspect the true nature 
of the illness. The mild manic attacks escape notice because, as 
Ziehen* states, the behavior of a normal child resembles closely 
hypomanic activity, and any slight variations in conduct are not apt 
to be noticed. As Ziehen points out, the difference is one of degree 
rather than of kind. Some of these cases resemble closely the con- 
duct disturbances which follow encephalitis. The differential diag- 


* Read at a meeting of the Association for Research in Nervous and 
Mental Diseases, New York City, December 29-30, 1930. 

This study is part of a special research investigating the social causes of 
mental disorders, conducted at the Boston Psychopathic Hospital under a 
grant from the Rockefeller Foundation. 
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nosis, in absence of neurological signs, is very difficult.“ Mild 
manic disturbances are also frequently associated with epilepsy or 
mental deficiency. In our study we have one case (Case 5) who is 
mentally deficient. 

Our study was based on 10 cases, six boys and four girls. All 
were between the ages of 10 and 15. Nine of these children were 
admitted to the Boston Psychopathic Hospital in the four-year 
period of 1926-1929, and two of them were patients in Dr. Thom’s 
Habit Clinics conducted by the Division of Mental Hygiene of the 
State Department of Mental Diseases. 

Analyzing our material, in Meyer’s* sense of broad biological 
up and down phases, we found it extremely difficult to make any 
conclusions about the material as a whole. 

In the first two cases in our series, we found the most outstand- 
ing disturbances were those on a kinetic level in which there was 
overactivity, restlessness, and an occasional evidence of profound 
mood changes. These children resembled closely the children suf- 
fering from conduct disorders as a sequela of epidemic encephalitis. 
Both patients showed extreme restlessness, excitability and irrita- 
bility since early infancy. 

The first child (Case 1), M. M., was, as an infant, restless and 
nervous. The nervousness was expressed in twitching a great deal. 
He had night terrors, was extremely restless at night, and suffered 
from sleep-walking and sleep-talking. This child was brought to 
the Habit Clinic at the age of 11 on account of increasing difficulty 
in management at home. It was noticed in the Habit Clinic that, 
in addition to being extremely restless, he was impulsive, facetious 
and elated. The family did not cooperate with the Habit Clinic in 
the treatment. The boy’s symptoms became more prominent and 
he was finally committed to a state hospital. The second child 
(Case 2), F. F., was also extremely restless even as a baby. In the 
kindergarten it was noticed that he was unusually excitable and 
restless, and for this reason he was referred to the Habit Clinic. 
There was some improvement when a change in environment was 
made by placing the child in a foster home. However, he returned 
home three months later and there was a recurrence of his previous 
mode of conduct; his behavior at times suggested a fairly typical 
manic excitement. Finally, this child had to be committed to a 
school for feeble-minded. It is interesting to note that this child’s 
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I. Q. at the age of five was 116, while at the age of 10 it dropped to 
66. The etiology of the affective disturbances in both cases is quite 
obscure. 

The mechanism of the manic activities of these children can 
perhaps be explained in the light of the recent work of Luria® in 
Moscow, and Kurt Levin‘ of Berlin, both of whom have shown 
that experimentally induced emotional conflicts produce states of 
extreme restlessness and other kinetic disturbances in children. In 
our two cases it is quite possible that the extreme restlessness shown 
early in life, which later on became a pattern of behavior, was a 
result of special situations which persisted over relatively long 
periods of time. We do know that in the first case we had an un- 
intelligent and unstable mother, while in the second case the par- 
ents were maladjusted and unstable and the child was made use 
of in the marital difficulties of the parents. 

Children with kinetic disturbances are described by Homburger * 
under the term of the “constitutionally excited,” and by Kurt 
Schneider * under the term of “ Erethiker.” 

The most important things noticeable in the other eight cases 
were the mood disturbances of the child with well-defined elation 
or depression. The tendency to go from one state into another 
was not very common, although in two cases, preceding the manic 
attack, there was a mild depression which lasted for several weeks. 
During that period the child was somewhat moody, preoccupied, 
and perhaps a little underactive. In our patients, mild hypomanic 
states occurred with the same frequency as depressions. In agree- 
ment with other observers, we too found that the manifestations of 
the various affective states were much milder than they are in 
adults. Severe excitements such as one finds in adults were absent. 

The clinical picture of a manic disorder in children consists, then, 
of a mild elation, overactivity, irritability, and a push of speech. 
In the patients who were depressed, the clinical picture was usually 
one of withdrawal, undertalkativeness, general retardation, and 
occasional refusal of food. The clinical picture, however, was not 
always clean-cut. In some of the cases it was difficult to say whether 
we are dealing with benign or malignant conditions. In the case of 
B. H., a girl of 15, the bizarre behavior, the dwelling on religious 
topics, the poor rapport with her environment in a setting of over- 
activity and elation, suggested a schizophrenic as well as an affective 
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disorder. In the case of L. A., who came to the hospital in a state 
of stupor, the differential diagnosis was also very difficult. 

Several of our cases had visual hallucinations which, however, 
are not uncommon in sick children, possibly due to their more facile 
eidetic imagery. 

The mental status of the child gave very little indication as to 
the dynamic factors which upset the child, nor did the mental status 
show any special trends which would throw light on the child’s 
special difficulties. During the depression the patient brought up 
very little material. The child did not speak spontaneously and his 
replies to questions were often monosyllabic. When he occasionally 
spoke, the various statements which he made were extremely matter 
of fact and gave very little indication of the child’s problems before 
the illness. It is a fairly common observation that children “ open 
up ” very little during the acute episodes, and it is usually sometime 
afterwards that a child is willing to go over his personal problems. 

An investigation of the pre-psychotic personality of these chil- 
dren was not altogether satisfactory on account of the limited 
amount of information in some cases. In those cases where we 
had satisfactory and complete data, the children have shown the 
usual distribution of traits which one would probably find in a con- 
trol group of children. It is fair to say that on the whole our chil- 
dren have tended to be somewhat emotionally unstable and sensi- 
tive, although they got along quite well with their parents and 
with children. In only two cases did we find evidence of person- 
alities which deviated markedly from the normal in the sense of 
being uncommunicative and secretive, and these cases remained a 
complete enigma to their own parents. As a matter of fact, the 
clinical course of both of these cases (B. H., a girl of 14, and 
L. A., a girl of 15) left some doubt as to whether we were not 
dealing with a more ominous type of disorder. 

When we came to the analysis of the etiological factors it was 
rather striking that the immediate precipitating causes of the de- 
pression or elation often seemed to be quite trivial, but apparently 
of definite dynamic significance for the patient. 

L. A. (Case 5), a girl of 14, developed a severe excitement after 
she heard one of the neighbors abusing her little brother. R. L. 
(Case 4), a girl of 15, developed a severe emotional reaction when, 
for the first time in her life, she went unchaperoned to the theater 
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and some man there took the liberty of pressing her arm. This 
experience may have been a fantasy of the patient. A. R. (Case 6), 
a boy of 12, became extremely upset after having stolen some 
candy. In the last two cases we found out that both children were 
positively conditioned to the very factors which upset them, but the 
exaggerated degree of intensity of the emotional reaction pointed 
to a very labile emotional organization. In the case of L. A., the 
girl who became upset after her little brother was abused by a 
neighbor, there was the added factor of a very limited intelligence. 
In another case, B. S. (Case 7), a girl of 15, the excitement was 
precipitated by a gross mismanagement of her sex life with envi- 
ronmental factors playing an important role. In the remaining 
cases we could not find even trivial causes which would serve as 
etiological or precipitating factors. Thus, we were thrown back 
to constitution as the most plausible factor in the etiology of the 
breakdowns. A review of the heredity of these patients showed 
that only in three cases was there a history of psychosis occurring 
in the antecedents or in the siblings. 

The interesting thing in our group of children was the fact that, 
in the five cases out of ten, there were also serious physical anoma- 
lies and defects which differentiated them markedly from other 
children. There were, for example, curvatures of the spine, strabis- 
mus, palsies and postural disturbances. I was not able to ascertain 
definitely, however, that the psychoses were an attempt at compen- 
sation for the physical inferiority or that the children were espe- 
cially preoccupied with their physical abnormalities as has been 
found to be the case in other groups of children.” 

The mismanagement of sex life which consisted of autoerotism 
and various types of sexual activity, both homosexual and hetero- 
sexual, appeared quite frequently in our series of cases. In only 
three children, however, were we able to state that the conflict over 
sex seemed to be of direct etiological significance. 

A. R., a boy of 12, was warned by his mother at the age of six 
that he would become insane unless he stopped masturbating. B. S., 
a girl of 15, attributed her depression to recent homosexual prac- 
tices which upset her a great deal. A very interesting case was that 
of J. R. (Case 8), a boy of 14, in whom we found a conflict over 
the sex life. This case also threw some light on the possible mech- 
anism through which the manic attacks were brought about. This 
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boy had always been a very sociable, active youngster, in no way 
different from other children. At the age of 14 he developed a 
severe conflict over auto-erotism which was intensified by the fact 
that his father warned him that he would go insane unless he 
stopped the habit. This upset the patient a great deal. He was able 
to check his masturbation, but within a few weeks he developed a 
very frank manic attack. To use his own words: “I tried to stop 
it and then I got an awful pain in my stomach. I got all excited. 
I wanted to do all sorts of things all the time.’ After a period of 
hospitalization, the boy recovered and went back to his family. The 
same sequence of events took place before the second attack. He 
began again to masturbate and by tremendous effort of will he was 
able to check the habit. Again came the severe abdominal pain 
with a general tension state, followed by overactivity with elation. 
One sees here a cumulative tension which, being dammed along 
erotic channels, found its outlet in increased psychomotor activity. 

A study of environmental factors did not show a direct rela- 
tionship between the illness and the material environment. The 
physical conditions of the homes in which these children were 
brought up were, on the whole, satisfactory. Three of our children 
were brought up by substitute parents who were fairly satisfactory 
substitutes. In four cases, however, we found overprotective or 
overindulgent parents, and it was quite interesting to note that after 
recovery, two children utilized their illnesses to gain added recog- 
nition in the home. Unfortunately, in some of our cases, we could 
find out very little about the early environmental influences to 
which these children were subjected. 

One is very much interested to learn if something could have 
been done to prevent the attacks. As far as the immediate precipi- 
tating causes were concerned, they were often so trivial that similar 
things must have happened much earlier in the lives of these chil- 
dren. Personally, I feel that constitutional factors were of greater 
importance than environmental. 

It is curious to discover that there was no evidence in our series 
of cases that any of the children attempted suicide or entertained 
any ideas about wishing to end their lives. This is quite in con- 
trast with the experience of the European students of the subject. 
Thus, in Italy,” over 5 per cent of all suicides took place in children 
under the age of 15. In Germany, from 1883-1905, 964 children 
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under the age of 15 committed suicide.’ The ratio of boys to girls 
was 4.8 to I. Jumping out of the window was the most common 
method of suicide. In America 36 children, 21 boys and 15 girls, 
between the ages of 10 and 14, committed suicide in 1920 within 
the United States registration area.” 

The occurrence of the affective disturbances in children carries 
with it a serious prognosis. In our cases, the recurrences of the 
attacks are fairly common and half of our children are still pa- 
tients in various state hospitals. Although intellectual deteriora- 
tion is not usually associated with the affective disorders, we find 
in our children, who are still in the various hospitals, a certain lack 
of curiosity, a certain retardation of progress, a loss of spon- 
taneity, and in one case, a definite intellectual deterioration with a 
marked dropping of the I. Q., which necessitated the commitment 
of the child to a school for the feeble-minded. The children who 
have left the hospital have not adjusted themselves particularly 
well. Two children have remained chronic invalids and have util- 
ized their attacks as means of securing recognition and attention by 
the family ; the other children have adjusted themselves on a rather 
inferior level. 


SUMMARY AND CONCLUSIONS. 


1. Ten children, six boys and four girls, under the age of 16, 
with affective disorders were studied. 

2. It is impossible to divide the material into any homogeneous 
groups. In two cases, kinetic features stand out most prominently 
with motor disturbances which began in early infancy. In the 
other eight cases the mood disturbances are the essential elements 
of the clinical picture. 

3. One-half of the children show definite physical anomalies and 
malformations differentiating them from other children. 

4. The immediate precipitating factors in the psychoses are 
usually quite trivial. 

5. The constitution of the child seems to be the most important 
single factor in the etiology of the breakdowns. 

6. The occurrence of an affective disorder in childhood carries 
with it a serious prognosis.* 


*The author expresses his gratefulness to Mrs. Evelyn Rodman for the 
help in the follow-up of cases, and to Drs. Douglas Thom and Olive Cooper 
for the use of their material 
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CASE HISTORIES. 


Case 1—M. M., male, white, school child, age 12, was admitted to the 
Boston Psychopathic Hospital November 7, 1928, discharged to relatives on 
November 16, 1928, re-admitted on the following day and discharged on 
December 20, 1928. Hospital numbers: 29738, 29801. 

Chief Complaint.—For the past two years the patient has been overactive, 
unstable, and has spoken about hearing voices. 

Family History—The grandparents were stable, normal people. The father 
is a conscientious, intelligent person, a good provider, and a steady worker. 
The mother is an unintelligent, unstable person, very much preoccupied with 
her own health. Most of her conversation is about her own illnesses as well 
as the illnesses of her children. She is extremely fond of operations. She 
talks a great deal about incidental, unimportant subjects. 

The patient is the third of three children. The oldest boy is somewhat 
peculiar and the boys call him “ Baldy McNutt.” He is inefficient and has 
difficulty in keeping jobs. The sister is 16. She is mentally deficient and stays 
at home with her mother. 

Personal History.—Patient was a full-term baby and delivery was nor- 
mal, Developmental history negative. As a boy he had the usual children’s 
diseases with good recovery. He began school at the age of six and was 
promoted regularly until he reached the fifth grade, which he had to repeat. 
He was an earnest pupil, but his work was not very satisfactory. 

Since the age of three the patient has been looked upon as a.nervous child. 
He was restless, twitched a good deal, and had night terrors which inter- 
rupted his sleep. When five years of age he had periods of nocturnal rest- 
lessness and would often be found roaming about the house at all hours of 
the night. Sleep-walking and sleep-talking were prominent symptoms at 
that time. 

The family always lived in a rural section. The boy had to play by him- 
self as there were no other children around. On a few occasions, when he 
had an opportunity to play with other boys, he did not get on well with them 
and did not seem to know how to play. He complained that the other chil- 
dren were rough with him and sometimes cruel. When with the other boys 
he was always subdued and humble. With adults he was quite the opposite: 
talkative, boastful and pretentious. He was always extremely active and used 
to take long hikes all over the neighborhood so that his mother could never 
find him when she wanted him. 

Present Illness—Al\though the boy has always been a problem child, it 
is during the past two years that he has been an increasingly difficult prob- 
lem. During these last two years he has had periods when he has seemed to 
be oblivious to his surroundings. He has seemed to be preoccupied with his 
own thoughts to which he responded in various ways, usually by talking to 
himself and by laughing. He has been annoying everyone at home by spend- 
ing a great deal of time holding long and detailed dissertations on minor 
incidents which came up during the day. He has been very fond of playing 
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practical jokes on the neighbors, jokes which annoyed them a great deal. 
One of his latest pranks has been to go about the neighborhood using the 
telephones to call up different people in the vicinity, give his name as 
“Mr. Pea Coal,” and ask them if they would care to buy some apples from 
him at a ridiculously low cost. If the person accepted his offer, he would 
laugh and then hang up the receiver. He did this so many times that the 
neighbors complained to his mother. 

For two years the patient had been treated in the State Habit Clinics 
where it was noted that he was very often garrulous and minutely circum- 
stantial. At times there was marked distractibility with a flight of ideas. 
There have been times when the patient has shown a clinical picture of an 
affective disorder with its pressure of activity, impulsiveness, facetiousness, 
elation, etc. The boy was given psychological tests in these clinics which 
yielded an intelligence quotient of 78. This score was not felt to be repre- 
sentative on account of lack of concentration and the overactivity of the 
patient. 

On admission to the hospital the boy was found to be in good physical 
condition. He had a marked left internal strabismus. Examination of blood 
and urine was negative. 

In the ward he was restless, overactive and would not stay in bed. While 
talking to the examiner he was moving his hands and feet and he was slid- 
ing about the floor. He was distractible and wanted to touch everything with 
his hands. He was very often impulsive, jumping around and grimacing. 

He was extremely overtalkative, constantly asked questions, interrupted 
other people when they were talking and conversed freely about various 
subjects. 

His mood was quite variable He seemed to be very happy most of the 
time. When asked about visions, he said he saw a vision of a man who stood 
at his bedside and then disappeared. He thought it was the devil in disguise. 
He said that he heard voices that said, “ Hello.” He also complained that 
the boys made him the butt of their jokes. 

The boy gave a good account of his life and described vividly the situa- 
tion in his school. He complained that the teachers punished him and that 
the other children used to tease him. He admitted auto-erotism since the 
age of five, taught him by another boy. At school he used to get permission 
to go to the toilet several times a day in order to practise this habit He 
also said that he indulged in various sex games with boys and girls, attempt- 
ing fellatio and cunnilingus. When he was about five years of age he 
slept with his little sister and they occasionally tampered with each other 
sexually. 

The boy’s grasp of general information was good and he seemed to know 
that he was different from other boys. 

During his stay in the hospital the patient remained extremely active and 
talkative. He took a great delight in speaking about his experiences, which 
were varied and numerous. He said that he saw visions of clocks and that 
the hands of the clocks were spirits. He spoke of a fear of being observed in 
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handling his genitalia. It was noticed that the patient was hopping a good 
deal about the ward. He explained this by saying that he had imaginary lines 
in his head which he could see on the floor and that he had to step over 
these lines although he knew they did not exist. 

In December, 1928, the patient continued to be extremely overtalkative, 
overactive and spontaneous, with a complete lack of inhibitions. He was 
aimless and impulsive. 

While in the ward, the patient contracted a slight infection of his big toe. 
Instead of trying to get rid of the infection he interfered with the treat- 
ment so as to get another infection which he thought would give him addi- 
tional prestige and attention. 

On December 20, 1928, the boy was transferred to a state hospital. 

On admission to the state hospital he was restless, and his conversation 
went from topic to topic. He was on the go most of the time. He looked 
distinctly “odd,” much older and more sophisticated than his age His con- 
duct showed a great deal of variability and included overtalkativeness, mis- 
chievousness, a good many silly tricks and, at times, preaching and talking 
to himself. It was quite apparent that the child had a very striking imagina- 
tion. It was also noted that after some excited periods, the child tended to 
run a mild fever, ranging from 100 to 101.0 which quickly subsided when he 
rested in bed. 

Since the patient has been in the state hospital he has been at times very 
overactive with a typical manic drive. He has spoken a great deal about 
the difficulty he has had with sex. He also has admitted hearing voices and 
seeing visions. It is interesting that on language tests the boy achieved a 
rating of 11 years, whle on performance tests he received only a seven-year 
rating. 

I saw him at the state hospital late in the summer of 1930. He was rather 
a tall, gaunt boy for his age, very erect. His talk sounded like an imitation 
of some of the New England dialects. He seemed more mature and serious 
than other boys of his age, but there was a certain stiffness and apathy in 
his appearance. The loss of spontaneity and vivaciousness, which was so 
characteristic of the boy before, was quite striking. 

He spoke very lengthily about his home and discussed, in detail, the family 
affairs. He did not seem to be especially anxious to remain at home and 
said that he was quite satisfied with the present arrangement whereby he 
spends about half of his time at home. 

On first admission to the Boston Psychopathic Hospital the diagnosis was 
undiagnosed psychosis. When the patient was re-admitted the diagnosis 
was changed to dementia precox, whereas in the state hospital, the diagnosis 
is psychosis with psychopathic personality. This variation in diagnosis is 
partly due to the fact that although the clinical picture in this hospital was 
one of an affective disorder, the fact that the child was quite different from 
an early age, and the fact that there were possible hallucinations made one 
think of other diagnostic possibilities. 
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Case 2.—F. F., male, age 12, school boy, white, referred to the Habit 
Clinic January 22, 1924, committed to the State School for the Feeble- 
Minded, May 25, 1928. 

Chief Complaint—The boy was referred to the Habit Clinic on account 
of overactivity and consequent difficulty in management, frequent temper 
tantrums, destructiveness and cruelty. 

Family History—tThe patient’s father is an artisan who came to America 
from Scotland. He is an efficient but unstable person. He is so sensitive 
that when he has to spank the child he weeps afterwards. The mother is 
an unstable, “nervous” person. The mother was depressed during the 
pregnancy. The delivery was normal, but immediately after the delivery, 
the mother had convulsions. She is very irritable and complains of a large 
number of physical ailments. The mother is in the habit of punishing the 
boy very severely. 

Personal History.—The patient, the older of two children, was born in 
1918. He was a full-term baby, and his early developmental history was 
normal. As a baby, patient was very restless, woke up frequently during the 
night, and disturbed the neighbors by his crying. He had measles with good 
recovery. His tonsils were removed. There was very little discipline in the 
home, but at times both parents punished the children severely The parents 
discussed, before the children, the difficulty of managing the boy. Both par- 
ents claimed that the child irritated them a great deal. 

The patient entered kindergarten in September, 1923. There he was 
troublesome and mischievous. The teachers felt that he was easily excited 
and was very much better when he was away from other children. The 
family described the patient as a “ perfect little devil,” always up to mischief. 
He was disobedient and restless. He was usually very active and excitable. 
When he was a baby he cried and persisted in having his own way. When 
the patient was an infant the father sometimes had to take him for a ride 
in his baby carriage in the middle of the night to pacify him. He was 
very impulsive, destructive and overactive. He was so excitable that he 
could not play with other children. He was rough with them and frequently 
struck his playmates. He knew how to irritate his parents and did it all 
the time. He seemed to take delight in breaking things, dropping china, etc. 
He was always generous and liked to share things. At the same time he was 
very affectionate and forgiving. It is interesting to note that after punish- 
ment the boy went to his parents, smilingly and affectionately. When he 
grew older the parents noticed that he was extremely distractible and could 
not do anything for more than a period of a few minutes. It was impossible 
to handle him on account of severe temper tantrums. 

Present Illness—The patient has always been a very difficult child. He 
became more and more of a problem as he grew older and finally the family 
found that they could not handle him. For this reason they took him to 
the Habit Clinic for treatment. 

On examination at the Habit Clinic, the boy was found to be in good physi- 
cal condition. He was an overactive youngster, meddled with the objects in 
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the office and refused to obey commands. In conversation with the psychia- 
trist he was flippant and facetious. After a while he became very pleasant 
and cooperative. The child gave the impression of a typical extraverted 
youngster. 

The psychological examination at his first visit to the clinic gave him a 
mental age of six years, which, with a chronological age of five and one-half 
years, gave him an intelligence quotient of 118. The psychologist commented 
on his extreme restlessness and tendency to fatigue. She felt that he was an 
intelligent but untrained child. It was thought that the outstanding problem 
in the case was an unintelligent mother incompetent to manage an overactive 
child, a mother who was getting too much satisfaction from her problem to 
enable her to render herself receptive to clinic’s suggestions. For six months 
very intensive work was done with the child and with the mother but with- 
out apparent success. He was then placed in the family of a physician where 
he adjusted very well. He was taken home in September, 1924, and his pre- 
vious conduct recurred. He was again given a psychological test in May, 
1925, and it was found that he had a mental age of only five years and four 
months, and an intelligence quotient of 84. A further study of psychological 
factors of the home showed that there was a very serious maladjustment 
of the parents, and that perhaps the patient’s behavior was the response to 
the situation at home. In the fall of 1925 he was placed out again with 
farmers in New Hampshire and did very well there. In May, 1926, the 
patient again reported to the clinic. There he presented a well-defined 
hypomanic picture with overactivity, flight of ideas and distractibility. 

In June, 1926, the boy was placed out, which resulted in a marked improve- 
ment in his condition. He showed none of the hyperactivity and excitability 
which were so prominent before. However, the mother would not cooperate 
with the clinic and three months afterwards she took him home. In December, 
1926, the mother brought the boy back on account of his inefficiency in school. 
Again the boy was extremely excited and overactive. The psychological 
examination showed an intelligence quotient of 75. Later on his condition 
at home and at school became so difficult on account of his great excitability, 
overactivity and impulsiveness, that it was necessary that he should be com- 
mitted to the State School for the Feeble-Minded. In addition to the above 
states, the boy showed a tendency for pilfering and frequent masturbation 
at home and at school. 

On admission to the Wrentham State School in the spring of 1928 the boy 
was found to be an alert, bright youngster. He did not seem to miss home. 
He was assigned to certain grades and while he made some progress he was 
not advanced to higher grades. He was found to be very useful in helping 
with extremely simple housework and some of the simple industrial activities 
in the school. He has improved somewhat in his personal appearance. He 
has been able to get along well with other children, but even now is frequently 
in mischief. He is not so active and so restless as he was previously. 

On intelligence tests, July 25, 1928, the patient scored a rating correspond- 
ing to six years and three months with an intelligence quotient of 66. This 
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dropping off of the intelligence quotient from 118 to 66, points to a certain 
deterioration in the child, especially when we consider that the psychologists 
who gave the test felt that the scores obtained were a fair indication of the 
boy’s actual intelligence. 


Case 3.—B. H., female, age 15, white, school girl, admitted to the Boston 
Psychopathic Hospital January 1, 1928. In the hospital at the present time 
(November, 1930). Hospital number: 281109. 

Chief Complaint—For a few days before admission the patient became 
very excited, noisy and overactive. She spoke about people talking against 
her and was incoherent in her speech. 

Family History—The patient’s grandfather on the paternal side was a 
genial and jolly person. The grandmother on the paternal side was a stubborn 
although capable woman. The father was an only child. As a young man he 
was very energetic and ambitious. The maternal grandparents are well-poised 
people. The mother is intensely emotional, rather reserved and intelligent. 

Personal History.—The patient is the older of two children. There is a 
younger brother who is a very sociable, active boy. The patient’s family 
is comfortable financially. The patient has been brought up in a very quiet, 
middle-class neighborhood. The home life is said to be ideal. The parents 
are devoted to each other and are very fond of the children. The mother 
has had charge of the discipline of the children and there were no disagree- 
ments about it with the father. The patient was born in the fall of 1912. The 
delivery was normal, full-term pregnancy. She weighed four and one-half 
pounds at birth, but she gained fairly rapidly and weighed 15 pounds at the 
age of one year. Early developmental history is negative. At the age of six 
years the patient began to develop very rapidly. Up until that time she was 
rather a small child. She had the usual children’s diseases with good recov- 
ery. Between the ages of 10 and 11 the patient had occasional fainting spells. 
At 14 she had a middle-ear infection. The ear drum was lanced and there 
was some question of mastoiditis. 

The patient’s menses were established in January, 1926, at the age of 13. 
Previous to that time her mother gave her some information about menstrua- 
tion. The menstrual periods were always scanty, lasting only three days. 
The patient never seemed to be especially interested in sex. 

As a child the patient liked to play alone but later on she enjoyed play- 
ing with other children. As she grew older she had a few girl friends who 
were always carefully chosen for her by her mother. In school she was not 
a good mixer, but was popular with a few children. 

She was considered an unusually good child. She was very easy to manage 
but was perhaps too good and too meek. She was quite shy and retiring. She 
was more serious than the other girls in her group and she did not enter 
readily into their gaiety and light chatter. She was anxious to have people 
like her. She was agreeable and liked to be well thought of. She responded 
eagerly to praise. She was extremely sensitive and always kept things to 
herself. Once she told her grandmother that she cried at night, but did not 
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say why. On the whole, she was quite easy-going and seemed to be very 
happy. However, when she heard people talk about poverty and misfortune, 
she would be upset a great deal It was her ambition to be a kindergarten 
teacher because she loved little children. She read the usual girls’ stories, 
played some, but did not take any active part in sports. She was very frugal 
and at home was called “ Scotchy.”” She was very conscientious about her 
school work and worried about her progress in school although her work 
was excellent. She was interested in religion and attended Sunday school 
regularly. On the whole, she was a rather immature, dependent child, sensi- 
tive and uncertain of herself. 

Present Iliness—Two weeks before admission it was noticed that she was 
a little irritable and would talk back to her parents, a thing which she had 
never done previously. This irritability and talkativeness increased, accom- 
panied by a great deal of laughter. On December 30, 1927, she laughed a 
great deal, imagined that somebody was talking to her and responded to these 
imaginary voices. It seemed that her school girl friends were talking about 
her. She said: “ There’s someone in this room, they are talking about me. 
There are two boys outside, they are talking about me too. I will go out and 
punch their faces.” For a week before admission she ate very little and had 
lost about seven pounds. When the parents insisted that she should eat she 
said, “I can’t eat, I don’t know how.” She began to screech at times for 
periods lasting from five to ten minutes. She would talk only about school 
and religious matters, in a marked flight of ideas. A consulting psychiatrist 
advised the parents to take the patient to this hospital. 

As a matter of fact, the parents recalled that for about a year the patient 
had fatigued easily, and the school teachers reported that in September, 1927, 
they noticed that the patient was irritable and at times preoccupied. 

On admission to the hospital the patient was found to be in excellent physi- 
cal condition. The examination of blood, urine and spinal fluid was negative. 
She had a slight leucocytosis of 13,800. She was menstruating at the time 
of admission. 

While in the ward she was laughing a great deal and made comments very 
freely in a loud voice. She was unusually happy, elated, overactive and 
overtalkative. At times she cried and was sulky. Her speech showed a 
tendency toward flight of ideas without evidence of any special trends. She 
was oriented in all fields. Her intellectual functions did not show any impair- 
ment. There was no evidence of hallucinations or delusions. 

The patient stayed in the hospital for six months. Throughout this period 
she was very excited, overtalkative, euphoric, and presented a definite pic- 
ture of an affective disorder. At times she admitted that she has heard voices, 
but this was in a setting of playfulness, laughing and singing. The patient 
was given desiccated thyroid gland substance and pituitary gland prepara- 
tion, which was followed by improvement. She became more stable in the 
ward. In June, 1928, patient began to improve a great deal and at the end of 
the month she was discharged to her parents. She spent the summer with 
her family at a seaside resort. There, she was very calm and apparently 
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quite happy. In September, 1928, she came back to school. She seemed to be 
getting along very well, but occasionally complained of being fatigued. She 
worried a good deal about her school work. Early in February, 1929, she 
complained of loss of appetite and a feeling of malaise. Gradually she became 
more restless, could not sleep, talked a great deal, and played the piano and 
the radio all the time. It was impossible to keep her at home. On February 
II, 1920, the patient was brought back to the hospital. She was in good 
physical condition but it was noted at the time that the hymen was rup- 
tured whereas on her previous admission it was intact. In the ward she was 
overactive, hollered frequently, moved furniture about and talked a good 
deal. Her talk was fragmentary and the sentences showed very little con- 
nection with each other. It could not be ascertained definitely if she had 
any hallucinations. She remained in this manic condition until the spring of 
1929. On account of scanty menses she was put on a course of amniotin and 
in June, 1929, she began to improve a great deal. She became more quiet 
although at times she was extremely impulsive, erratic and childish. On 
July 18, 1929, she was discharged to her family. somewhat improved. She 
spent the summer with her family at the beach, and several times during 
the summer became slightly overactive and overtalkative. In the fall of 1920 
she remained very quiet and seemed to be well. She did not go back to school 
because she felt very sensitive about entering a class where she would be much 
older than the other girls. In the spring of 1930 the patient seemed to be 
very well. She looked very well physically, and seemed to be quite pleased 
with life. 

In May, 1930, the patient suddenly lost her appetite, spent long periods of 
time in the bathroom, screamed several times and on May II, 1930, was 
brought back to the hospital. Here she showed the same clinical picture as 
on previous admission—overactivity, euphoria, elation, with very childish 
and impulsive behavior. She made frequent reference to Christian Science 
and presented a lot of superficial arguments in its defense. In the fall of 1930 
the patient’s behavior became more difficult to understand. Her speech was 
more disconnected and she frequently attacked patients and doctors without 
any provocation. 


Case 4.—R. L., female, white, age 15, school girl, admitted to the Boston 
Psychopathic Hospital July 18, 1929. Discharged to family against medi- 
cal advice July 27, 1929. Diagnosis: Manic depressive, manic. Hospital 
number: 31071. 

Chief Complaint—After a fright several months ago, the patient became 
excited, sleepless and restless. She expressed vague delusions of reference. 

Family History—Nothing is known about the patient’s grandparents. The 
parents are Russian Jews and are apparently stable people. The family con- 
sists of father, mother and seven children. The patient is the youngest child. 

Personal History.—The patient was always a healthy infant and child. 
She played well with other children, was a good mixer, and had many friends. 
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The patient began school at six and made good progress. She was a B 
pupil. She had to stop school with the onset of the recent difficulty. Men- 
struation began at 13 and showed no abnormality. She had the usual chil- 
dren’s diseases with good recovery. 

Present Iliness—The patient had never gone from home without being 
accompanied by some member of the family or by a friend. One evening 
in July, 1928, she went to a show alone because her chum (another girl) 
could not go with her. While at the show she became frightened by the man 
sitting next to her. She thought that he tried to put his arm around her or 
that he tried to punch her in the side. She ran home, cried and appeared 
very much frightened, saying that some man had scared her at the theater. 
She tried to describe him but she was very vague in her statements. She was 
extremely upset, restless, afraid and cried for about two weeks. During this 
period she talked a great deal, jumped from subject to subject, laughed a 
great deal for no special reason and tried to run out in the street in her 
nightgown. At times she wanted to be on the go all the time, at other times 
she preferred to stay in bed. 

On the night of the 4th of July, 1920, after taking part in the fireworks 
with the other children in the neighborhood, the patient went to bed about 
10 o'clock at night, apparently perfectly well. About midnight the parents 
were awakened by the patient who was sitting up in bed screaming and saying, 
“T know who touched me in the theater.” She had reference to the episode 
of a year ago, and proceeded to give a description of the man. From that 
night on the patient slept poorly, cried a good deal and was very unhappy. 
She said that she saw the devil and thought that somebody was trying to kill 
her. She said several times: “I'll turn his key. God spare my life. I am 
sorry I went to the show alone.” She talked continually for several days. 
One day she spoke about the Chinese and said, “I know the Chinamen have 
cut my heart out.” At various times the patient spoke about poisoning and 
suicide. The family took the patient to a psychiatrist who referred the patient 
to this hospital. 

On admission the patient was found to be in good physical condition. She 
was overweight, her height being 4 feet 11 inches and her weight 140 pounds. 
The secondary sex characteristics were well developed. Examination of 
urine showed rare hyaline casts. The blood Wassermann was negative. The 
white count was 12,200. The temperature on admission was 100.2 rectally, 
but it quickly dropped to normal. 

In the ward she was very restless and overactive. She moved about a good 
deal, slapped her hands and talked a great deal. Her motor activity was rapid 
and variable. 

In her speech she was overproductive. She talked spontaneously and was 
very anxious to discuss her affairs. At various times she said, “I worry 
and worry, and cry with tears.” At another time she said, “I am a truthful 
girl, I am truthful Ruth, I am a virtuous girl.” She pointed to the ceiling 
and said, “See the bright star, the bright shining angel star.” (Referring to 
herself.) In the continuous baths she was singing a great deal, chanting some 
hymns or singing her thoughts. 
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Her mood was one of restlessness, agitation, fear and unhappiness, which 
alternated with periods when she was euphoric and elated. 

She spoke a great deal about the incident in the theater of a year ago. "She 
constantly referred to herself as an innocent girl and said that if she saw the 
man again she would drop dead. When she was asked about the intentions 
of the man who had punched her in the theater she began to speak a great 
deal about her innocence. Outside of this there was no indication of any odd 
ideas. There was no evidence of any hallucinations. She seemed to be fairly 
well oriented although she took very little interest in her surroundings. Her 
intellectual functions were essentially unimpaired. 

The diagnosis in the hospital was manic depressive, manic. She was dis- 
charged to her family after she was in the hospital nine days. 

After the patient left the hospital she returned to school but found the work 
too difficult for her. After two months’ trial she left school. Since the patient 
left the hospital she has had no more attacks. At times, however, after some 
altercation with a member of the family, the patient still becomes very much 
excited, screams and “carries on.” She becomes so upset that it is necessary 
for her to go to bed. The patient utilizes her previous attack in order to 
dominate the family, and tells them that they have no right to cross her 
because she is a very nervous person. She is very well, physically, although 
she states that her health has not been so good as before her admission to the 
hospital. 

The patient has attempted to analyze her illness and told the social worker 
that her upset was caused by a novel experience for which she was unpre- 
pared. As a matter of fact, she is not sure even now whether the man who 
approached her in the theater actually tried to assault her or pushed her 
accidentally. She is very certain that her reactions now would be altogether 
different in a similar situation. 

The patient’s social life is quite normal and she enjoys an average amount 
of social contacts. The patient has very few misgivings about having been in 
the hospital, and feels that this was a very valuable experience as it gave her 
some insight into her difficulties. 


Case 5.—L. A., female, 14 years of age, school child, white, admitted to 
the Boston Psychopathic Hospital on February 6, 1928. Discharged to 
family February 14, 1928. Diagnosis: Manic depressive, depressed. Hospi- 
tal number: 28291. 

Chief Complaint.—The patient was sent to the Psychopathic Hospital from 
the Massachusetts General Hospital. There, the mother of the child said 
that the patient spent long periods of the day in bed and talked very little 
to her parents. 

Family History.—Nothing is known about the patient’s grandparents. The 
parents are Italian immigrants, rather ignorant, with a poor knowledge of 
English. They are both considered normal. 

The patient is the third of seven children. The older brother and sister have 
been quite sickly. Four of the siblings had a great deal of difficulty with 
their eyes and have been treated for blepharitis. 
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Personal History.—The patient was born in Boston, October 6, 1914. As 
far as we know, the birth history was normal. Nothing is known of the 
developmental history of the child. As a school child she had malnutrition 
and was considerably underweight. In 1924 the patient was treated for 
blepharitis and from then on she had recurrences of this condition. She also 
had frequent exacerbations of eczema. 

The patient started school at the age of four and one-half. She had to 
repeat the sixth and seventh grades. One of her teachers said she was a child 
who was easily depressed and had a tendency toward day-dreaming. She 
mixed well with other children. 

The family described the patient as a very quiet and shy child. She never 
wanted to go out, had very few outside interests and preferred to stay at 
home. She has always been very sensitive, has had no special interest in 
religion and has not taken any special interest in the house. 

Three months before admission one of the neighbors struck the patient’s 
small brother and caused him to fall down stairs. The patient became very 
excited, ran upstairs and struck the offender. The offender’s mother then 
became angry and threatened to injure the patient. From that time on the 
patient has stayed at home, has refused to go outside and stayed in bed, cov- 
ering her head with bed clothes. 

She was seen in the out-patient department of the Massachusetts General 
Hospital, where the examination revealed a faulty posture with a lumbar 
scoliosis and kyphosis. The X-ray examination of the spine was negative. 
In the out-patient department she sat with a blank face and staring eyes, 
almost inaccessible. Her reactions were so strange that it was decided to send 
the patient to the Psychopathic Hospital. It is interesting that the patient 
had been examined by a mental hygiene clinic in 1923. At that time it was 
the psychiatrist's impression that the child was very retiring, of the “ shut-in 
type.” A diagnosis was made of a backward child with a possible intelligence 
defect. 

On admission to the hospital the patient showed a slight elevation of tem- 
perature, 100 degrees, rectal, which dropped to normal within a few days. 
On physical examination she showed tremors of finger and tongue, pediculosis 
and cyanosed hands. The examination of urine, blood and cerebrospinal 
fluid was negative. She had a slight leucocytosis of 11,700. She had signs 
of a chronic dermatitis of the eczematous type behind her right ear. 

In the ward she was underactive, sat in a rigid attitude and showed a gen- 
eral slowing of all her movements. In her talk she was less productive than 
normal. She said that she was depressed and that her depression was due to 
an illness, but she would not go into further details. She had no queer ideas, 
but said that she heard ringing sounds in her ears. At times the ringing 
changed into something like a voice, but without any words. 

The patient said that she did not like school and tried to be away from it 
as much as she could. She had difficulty in learning and disliked the teacher. 
Her intellectual functions were extremely limited, and on psychological tests 
she showed a mental age of nine with an intelligence quotient of 63. 
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After the patient was in the hospital three days she appeared much hap- 
pier and said that she had been very unhappy before because she had not been 
getting along well in school, and because her family had urged her to go on 
with her studies. She complained bitterly about the failure of her own 
people to understand her. The patient kept improving and on February 14, 
1928, she was discharged to her family against medical advice. The clinical 
picture in the hospital was essentially one of a reactive depression in a 
mentally deficient girl. 

After the patient went home she resumed her former mode of life. 
At the present time she is doing some housework at home and is spending 
the rest of the time staying in the house, although she does nothing 
in particular, and has very little to do with other members of the family. 
For several months last year the patient obtained a simple job in a 
chocolate factory where she did very well. She was known as the quietest 
girl in the factory because she had nothing to do with the other girls. The 
only time the patient showed some animation was when some member of 
the family teased her. When our social worker made her visit, the patient 
spoke very little to her. Most of the information was volunteered by the 
mother. Only occasionally did the patient make some monosyllabic replies. 

The psychosis of the child was in the nature of a reactive depression in a 
feeble-minded individual. The present status of the girl, with underactivity 
and withdrawal from interests of her family, raises a question of a possibility 
of a development of a more malignant type of disorder. 


Case 6.—A. R., male, age 12, school boy, white, admitted to the Boston 
Psychopathic Hospital, February 2, 1926. Discharged February 9, 1926, to 
a state hospital. Diagnosis: Manic depressive, depressed. Hospital num- 
ber: 24835. 

Chief Complaint—The patient was sent to this hospital because for some 
time he had been depressed and apprehensive. 

Family History—The patient’s grandparents were French-Canadian farm- 
ers, and were healthy, sturdy people. A paternal aunt suffered a psychosis 
following the birth of a child. Patient’s father was an artisan, and came 
to America at the age of 12. From 1912 to 1917 he was in several state 
hospitals in Massachusetts where his condition was diagnosed as dementia 
precox. 

The patient’s mother was treated in 1916 in the out-patient department of 
the Boston Psychopathic Hospital. At that time her diagnosis was psycho- 
neurosis with a question of early general paresis. The patient’s father is 
said to have died in 1919 when the patient was six years of age. 

The patient is the third of four children. The older brother was treated 
for neurotic symptoms in an out-patient department of the Cambridge Hos- 
pital. 

Personal History —During the pregnancy the mother was quite depressed 
and run-down. The patient was born February 15, 1913. Birth and early 
developmental history were normal. When he was two years old he was at 
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the Children’s Hospital on account of infectious diarrhea. The blood Was- 
sermann test was positive and he was referred to the Psychopathic Hospital 
for treatment. He was treated in the out-patient department with arsphena- 
mine. His blood Wassermann tests were at times positive, at other times 
doubtful or negative. The patient was treated in the syphilis clinic at vari- 
ous periods until 1922. 

As a child he played normally with other children and was a very friendly 
youngster. He loved outdoor sports and played very actively. He played 
with boys who were smaller than he. He also liked to play with his toys in 
the house. 

In school his progress was not very satisfactory. He had no ambition and 
did not care to do his work. He stood fairly well in his studies although he 
had some difficulty with arithmetic. 

The patient masturbated until the age of six, then his mother told him 
that it was bad for his soul, bad for his body and a mortal sin. He gradually 
stopped the habit. Between the ages of five and seven there had been some 
sex play with a little girl. 

He was quite sensitive. He had a level temperament, was sociable, made 
friends easily, was energetic and lively. He was not a day-dreamer but was 
fond of reading fairy tales. He was adaptable and got along well with other 
children and with his teachers. He liked to make things with his hands. The 
mother was very religious and the patient also seemed to be very religious and 
went to mass every morning. There has always been a great deal of pres- 
sure to see that the patient should go to church frequently. 

Since early childhood the patient had been in constant dread of his father 
who at times came home and threatened their lives. The patient and the other 
children in the family were constantly afraid that the father might escape from 
the hospital. A year before admission the patient was boarded out by the 
family for economic reasons. The patient was always extremely devoted 
to his mother. 

Present Illness—In September, 1925, the patient entered the House of 
the Angel Guardian. He bore the separation from his mother and the family 
with great difficulty. He was dissatisfied and lonesome. In January, 1926, he 
was unusually quiet and complained to his mother that he was always being 
watched and that the boys were teasing him. This was probably untrue. 
On January 30, 1925, the patient went to confession, but on the following day 
he cried and asked permission to go to confession again. The same thing 
happened on the following day. The confessions did not quiet him, he was 
crying and afraid. He had pilfered some grapes and candy and, apparently, 
it worried him a great deal. When he was before the priest he was bashful 
and could not say anything. On February 1, 1925, he was brought home 
and put to bed. He seemed tired, slept for a while and appeared to be 
thinking. He called his mother, told her that he was afraid, and that he was 
not pleasing God because he was stealing things. On February 2, he did not 
want to get up. When his mother decided to take him to the hospital he acted 
as if he were drunk. He drooped his head between his shoulders, leaned 
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against his mother and complained of sickness. He walked slowly, dragged 
his feet and was very frightened. 

On admission to the hospital the boy was found to be in good physical con- 
dition. A thorough neurological examination was impossible on account of 
lack of cooperation. An examination of urine, blood and spinal fluid was 
negative. 

In the ward, he was anxious and depressed. His eyes were filled with 
tears, yet he refused to answer any questions. He was preoccupied and at 
times almost stuporous. When the topic of taking the candy was discussed, 
he showed signs of deep emotion. It was impossible to say definitely whether 
he had or had not odd ideas or false sensory impressions. He cooperated 
very poorly in the examination of intellectual functions. The patient stayed 
in the hospital seven days, and a few days after his admission he became more 
cheerful and began to take some interest in some of the ward activities. 

On February 9, 1926, the patient was committed to the Westborough State 
Hospital. He was quite weak and complained of a severe headache which 
followed the lumbar puncture at the Psychopathic Hospital. He was quite 
indifferent at first, but after a while he became more cooperative with his 
physicians. The hospital record states that the patient had auditory hallu- 
cinations on admission, but these gradually disappeared and the patient ad- 
mitted that they were his imagination. The patient got along so well in 
the hospital that six weeks later, on March 209, 1926, he was discharged to 
his family. 

The family sent the patient to some relatives in Canada for a short visit. 
In the fall of 1926 he was sent to an orphanage school in Lowell because 
there were no facilities to take care of the boy at home. He was taken 
back home in the spring of 1927, and placed again in public school. He did 
well in school but at home he was frequently dreamy, seclusive and dis- 
obedient. The mother was very strict with him and would not allow him to 
go out with other boys. During the summer of 1928, the mother put him to 
work as an errand boy. He was disinterested in his work and used to skip 
off to the movies quite frequently. For this reason he lost several jobs. He 
continued with school in the fall of 1928. At home he was very stubborn, 
disobedient and kept away from the rest of the family. In the winter of 
1928-29, the boy became very much interested in sex. He began to peek into 
the apartments of neighbors, watched girls dress, etc. He was quite an 
enigma to his family and never told them anything about his interests or 
aspirations. He did not even speak about the movies which he frequented a 
great deal. In April, 1929, the boy stole am automobile, and because he had 
been a patient before at the Psychopathic Hospital, the court sent him to 
the Psychopathic Hospital for examination. 

The examination at the hospital showed a tall, lanky, well-developed young 
boy in excellent touch with his environment. His mood was quite appropriate 
and he showed no evidence of any odd ideas or hallucinations. He was dis- 
charged back to the court, placed on probation, and since that time he has 
been working out of town, apparently getting along quite well. 
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I saw the boy late in December of 1930. He was a very attractive, pleasant, 
rather naive youngster, somewhat shy and reluctant to speak about his 
experiences. He told me that the family gave me incorrect information and 
that for the past year and a half he has been in correctional schools for boys 
for stealing automobiles. He did not know why he stole the cars because 
his mother allowed him to use her own car. When I discussed with him the 
psychotic episode which brought him to the hospital, he spontaneously 
brought up the fact that the cause for his breakdown was not the stealing of 
candy, but a much more important thing. He was warned by his mother 
not to masturbate, since early childhood, and a few days before he came to 
the hospital he dreamed that he was masturbating. When he woke up, he 
was not sure whether it was a dream or whether he did it in his sleep. The 
more he thought about it, the more certain he was that all kinds of dread- 
ful things were going to happen to him, that he would become sick, that he 
would never be pardoned, and that he would die. Hence the attempts to gain 
forgiveness by the desire to confess about his sins to the priest. He became 
intensely agitated, tense, cried all the time, and his family took him to the 
hospital. 

It is worth attention that a very long period of time elapsed before we 
found the true cause of the boy’s depression. Apparently the boy’s feeling of 
guilt did not disappear and was the dynamic factor in his subsequent delin- 
quencies—the stealing of automobiles. 

It is interesting that while at the Psychopathic Hospital the diagnosis on 
first admission was manic depressive, depressed, and the diagnosis at the State 
Hopital was dementia precox, hebephrenic. The latter diagnosis was made 
on account of the hallucinatory experiences of the patient. In a case like this 
it is extremely difficult to unravel all the components which may have con- 
tributed to the patient’s illness—poor heredity, congenital lues, extremely 
narrow religious upbringing, a rather special personality and, finally, ex- 
tremely serious environmental stresses. 


Case 7.—B. S., female, age 15, colored, school girl. Admitted to the Bos- 
ton Psychopathic Hospital April 5, 1926. Discharged April 14, 1926. Diag- 
nosis: Manic depressive, depressed. Hospital numbers: 25114, 25246 and 
29098. 

Chief Complaint.—The patient was sent into the hospital by her guardians 
because she was apathetic, worrying and complaining of headaches and 
dizziness. 

Family History—The patient’s parents were Southern Negroes. The 
father was excessively alcoholic and sustained a fractured skull by a fall 
while he was drunk. The mother was tubercular. In 1924 she became 
depressed and was committed to Danvers State Hospital. The mother is 
described as a good, quiet, sociable woman. 

Personal History.—The patient was the second of three children. Nothing 
is known about her early infancy and childhood. She apparently got along 
well in school, played well with other children and was quite happy in her 
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environment. When she was 13 years of age her father died. This upset the 
patient and her mother a great deal. Shortly afterwards, the mother devel- 
oped a very severe depression and the children were taken over by an official 
state agency. Patient was placed in a foster home and got along there very 
well. She stayed in this home for a year until January, 1926. The patient 
became somewhat disinterested in things in February, 1926. She began to go 
into trance-like states and during such times she paid no attention to her 
surroundings. She became very cross and rebellious with her foster mother, 
but at other times was often unusually quiet and preoccupied. At the advice 
of the physician, she was sent to the Psychopathic Hospital. Here on admis- 
sion, April 5, 1926, the patient was found to be in fair physical condition. 
She had a deformity of the spine, probably due to rickets. In the ward she 
was quiet but extremely curious about her environment. She impressed the 
physician as precocious and sophisticated. She admitted that she was un- 
happy, and was quite troubled and worried over the fact that the family was 
broken up and that her mother was in a state hospital. She said that she had 
a rather monotonous, difficult existence in her foster home, and had very little 
chance for diversion. Her intellectual functions were intact and on psycho- 
logical examination she showed good average intelligence After a few days 
the patient admitted that she was worrying because some time ago a white 
lady had done something to her which was shameful and disagreeable. The 
patient was discharged back to the official state agency and the latter sent 
her back to her own foster home on April 14, 1926. However, after she had 
been there a few weeks, she again became quite depressed. She was sent 
back to the hospital on May 4, 1926. In the ward she was depressed and 
undertalkative. She explained that she had a great deal of difficulty in 
getting along with her foster mother, and that she had some difficulty in 
school. Later on she brought up the fact that her foster father had allowed 
himself certain indiscretions with her. 

The clinical picture was one of a frank depression. On May 12, 1926, she 
was committed to the Grafton State Hospital. She stayed there a month and 
improved a great deal. In fact they felt that the patient was not psychotic. 
She was placed in a different foster home where she got along quite well. 

In December, 1927, the patient was detected pilfering and stealing things 
from her foster mother and also from the other children in the school. 
She was sent back to Boston and sent for treatment to the out-patient depart- 
ment at the Boston Psychopathic Hospital. There she was very frank with the 
physician who worked with her, and she brought up a large number of 
things which upset her. She was extremely sensitive so that it was very hard 
for her to adapt herself to various foster homes. She also has been under 
considerable sex strain. She began to indulge in mutual masturbation at the 
age of 10 and has kept up this habit ever since. Before she was 13 she had 
a good deal of sex play with boys. While under treatment in the out-patient 
department, it was found that the patient was indulging in mutual masturba- 
tion with another girl. 


920 THE AFFECTIVE PSYCHOSES IN CHILDREN | May 


In June, 1928, the patient again became quite depressed and was admitted 
to the house. There the clinical picture was one of marked depression. She 
was underactive, undertalkative, and she seemed to be so preoccupied that 
she could not answer any questions. Later on she improved somewhat, and 
began to reply to the physician’s questions, but refused to discuss her per- 
sonal problems. She was discharged back to her guardians on July 9, 1928. 
Since that time the patient has graduated high school and is now getting along 
well in the community. 


Case 8.—J. R., male, 14, school boy, white, admitted to the Boston Psy- 
chopathic Hospital December 18, 1929. He was committed to a state hospital 
December 27, 1929. Diagnosis: Manic depressive, manic. Hospital num- 
ber: 31816. 

Chief Complaint.—The patient was brought to the out-patient department 
by the father on account of queer behavior for the past few weeks. The 
patient was very active, talked of becoming a great man and spoke of himself 
as a great athlete. 

Family History—The grandparents were normal. The father is a stable 
man. The mother is quite tense and emotional. 

Personal History—tThe patient is the youngest of three children. He was 
a full-term baby. Delivery was normal. He was both breast and bottle-fed. 
He walked at the age of one, but began to talk only after he was two. 

At the age of four months the patient had whooping cough, and after this 
the parents noticed that the boy developed a strabismus of the left eye. At 
the age of six years he had a convulsion followed by unconsciousness. A 
physician was called in who found involvement of the middle ear, and oper- 
ated on the middle ear. Since then the patient has had no convulsions. 

Up to the age of ten the patient talked in his sleep. He often had night 
terrors and up to a year ago he was afraid to sleep alone so that his mother 
had to go to bed with him. 

He has always been a model boy, obedient, well-mannered and reliable. 
After school he did chores, cut wood, brought in coal, etc. He was inter- 
ested in outdoor things and belonged to the Boy Scouts. He was friendly 
with other boys, but had no particular chums. 

The subject of sex was never mentioned in the house, and the patient 
received no sex instzuction. At school the patient was very much of a fol- 
lower, but was eager to please his schoolmates and his teachers. For the 
past year the patient’s work was very poor in school. In March, 1928, he 
was given a Standford Achievement Test in school which yielded an intelli- 
gence quotient of 87. 

Present Illness——The patient was perfectly well until the summer of 1928, 
when, for two weeks, he sat around the house moody and depressed. He spoke 
very little, often lay down on the couch and wanted to be left alone. The 
family remarked that he was not well, but his appetite was so good that 
they did not think there was anything seriously wrong. The depression 
cleared up completely until November, 1928, when he had another moody 
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period of the same nature which lasted about two weeks. The teachers 
noticed that in October, 1920, the patient’s behavior became very odd. When 
called upon in class he would begin to answer the question and would then 
digress to utterly irrelevant material. He often stayed after school to boast 
about his plans. The children played some pranks on the boy which he took 
very seriously. He intended to report the prank to the police, but after 
he discovered who did the prank he began to pride himself as a great detec- 
tive. He telephoned the Chief of Police and offered his services to trail some 
bootleggers. He appointed himself a cheer-leader and told the principal of the 
school that he had found it necessary to fight several boys during the game. 
When the football team was organized he asked the coach if he could not 
qualify as captain of the team. This was refused, but the boy persisted in 
considering himself captain of the team. The boys in the school laughed at 
him and teased him. 

On Sunday, December 15, 1929, the patient arose very early, put on his 
track shoes, said that he would take an early run, and that he would return 
in a few minutes. He did not get back until noon. He was excited and told 
his mother that he met some Boy Scouts who had lost a trap and he had 
offered to find it for them. He also did some other remarkable feats. In 
the evening he went to a church service in the Boy Scout uniform, which was 
a very unusual thing for him to do. That night he was restless, overtalkative 
and could not be persuaded to go to bed. The family physician advised them 
to bring patient to this hospital. 

On admission to the hospital the boy was found to be in good physical 
condition. The examination of urine, blood and cerebrospinal fluid was 
negative. There was a leucocytosis of 12,400. The day after admission, the 
patient had a slight elevation of temperature, 100.4 rectally. There was very 
marked convergent strabismus. 

He was overactive in the ward, talked constantly, and was extremely 
restless. He tried to direct the ward work and commanded patients as to 
what they should and should not do. His speech showed a definite tendency 
toward circumstantiality and flight of ideas. He was elated and happy. He 
told the physician that he was in the hospital to learn aviation or surgery. 
He also explained that he was studying to be a great detective. He called 
the other patients in the ward “my patients,” because he felt that he had 
charge of them. He was constantly boasting about his athletic abilities and 
said that he organized the football team and was its captain. 

The boy’s intellectual functions were unimpaired. Psychometric tests were 
given but the boy was unable to concentrate sufficiently to follow directions. 

In going over his sex life the patient admitted frequent auto-erotic prac- 
tices and heterosexual relations at the age of 11 with a girl of six. He 
also said that he had occasionally indulged in homosexual relations with 
other boys and took active and passive parts in fellatio a month before he 
came to the hospital, when he was already mentally disturbed. 

The clinical picture in the hospital presented typical features of an affective 
disorder of the manic type, and on December 27, 1929, the patient was com- 
mitted to a state hospital. 
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In the state hospital the patient soon became neat, clean and quite stable 
emotionally. He spoke freely about his illness and had a good deal of insight 
into his condition. His intellectual functions were normal and he showed no 
evidence of any odd ideas or false sensory experiences. At the state hospital 
the diagnosis was manic depressive, mixed. 

In the spring of 1930 the patient was allowed to go home where he got 
along very well. He helped his father on the truck and did his work very 
well. Several times while he was at home he became slightly upset and 
very restless. These attacks lasted several hours. In June, 1930, the patient 
suddenly became very restless, left the house, walked a long distance and 
approached a policeman, telling him that he would trail a famous bootlegger 
for whom a wide search was being conducted throughout the country. The 
policeman took the patient back to the state hospital. 

I saw the patient several times in the early fall of 1930. He was a tall, 
well-developed, lanky boy who looked much older than his age. He appeared 
rather stolid and dull. There was a very marked change in the patient as 
contrasted with his former manic state. The patient brought up, quite spon- 
taneously, some material throwing light on his illness. 

For several years the patient had been indulging in auto-erotism quite 
frequently. In the spring of 1929 the patient's father took up the discussion 
of sex with the boy, and warned him that he would go insane if he mastur- 
bated. This upset the patient a great deal. He was able, by a strenuous effort 
of will, to stop masturbation, but he began to suffer after, from severe 
abdominal pain. This abdominal pain made him extremely restless, so that 
he wanted to do things all the time. 

The same thing happened during the second attack in the summer of 1930. 
He had again a desire to masturbate, and he yielded. Then he tried to stop 
it. After much difficulty he finally did, but immediately afterwards the ab- 
dominal pain recurred, which made him extremely restless and excited so 
that he wanted to do a large number of things at the same time. 

The patient states that he was able to control his sex habits very well while 
in the hospital, but he found it extremely difficult to do so when he was in the 
community. 


CasE 9.—A. J., male, age 11, white, school boy, admitted to the Boston Psy- 
chopathic Hospital January 12, 1927. Discharged January 22, 1927. Diag- 
nosis: Manic depressive, hypomanic. Hospital number: 26377. 

Chief Complaint—The patient was brought to the hospital because he was 
restless, talkative and excited. 


Family History.—The patient’s grandparents on the paternal side are dead. 
The patient’s father was born in Sweden and migrated to America in 1907. 
The father is somewhat eccentric, but a very steady individual. Patient’s 
mother was a joyful, gay person. She died in 1917 from tuberculosis when 
the patient was two years old. Patient was brought up by his stepmother 
who is a very talkative and rather unstable person. She is quite devoted to 
the patient. 
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Personal History—The patient was a full-term baby with normal delivery. 
The early developmental history was normal. 

At the age of six the patient contracted anterior poliomyelitis and since 
that time has spent a great deal of time in the orthopedic departments of 
various hospitals for the correction of the deformities which resulted from 
the disease. In addition to this, the patient has had frequent infectious dis- 
eases of childhood from the age of nine. 

There was very little discipline at home. Both parents were very tempera- 
mental but punished the children very little. The housekeeping arrangements 
in the house were quite irregular. 

The boy did not go to school until he was ten years of age. He received 
elementary instruction in a home for crippled children where he was a 
patient. At school he got along very well with much younger children, liked 
to show off and be the center of the stage. He was somewhat undisciplined 
and unruly. When his physical condition permitted, he took an active part 
in the various outdoor games. He was described as a very happy-go-lucky, 
good-natured boy. On the other hand, some of the children in various hos- 
pitals said that he was queer and different from other boys. 

Present Illness—A few weeks before admission the patient quite suddenly 
began to expose himself before other children. He also became very excitable, 
talked a great deal and spent much time in acting out the pictures which he 
had seen or the books he had read. Some time before, an older girl talked 
about the possibility of a war between the United States and Mexico. This 
statement impressed the patient a great deal. A few days afterwards he was 
heard screaming and crying in the bathroom and saying that the Mexicans 
were coming here and everyone would be killed. A little girl complained that 
the patient exhibited himself to her quite frequently. 

On admission to the hospital the boy was found to be in fair physical con- 
dition. He showed atrophy and shortening of the muscles of the right leg, a 
result of anterior poliomyelitis. The examination of blood and urine was 
negative. In the ward he was very active and somewhat distractible. He 
was friendly and somewhat ingratiating. He was very talkative and spoke 
in great detail about his home. The mood showed some elation. In the ward 
the patient amused himself a great deal by drawing pictures of hold-ups and 
shooting. He spoke in great length about his ambitions. He said that he 
wanted to be a newspaper man and wanted to be married. There was no 
evidence of any false sensory impressions. He spoke freely about his home 
and gave a good account of his life. He did not seem to be unusually pre- 
occupied with sex, but would not discuss why he exhibited himself. A 
psychometric test showed borderline intelligence. After the patient was in 
the hospital a week he was taken home by his family. At home he got along 
very well. He had no more hypomanic attacks, nor did he show any more 
tendencies to exhibitionism. He is now in a special class in school and does 
rather poorly. He is intensely interested in music and is given special instruc- 
tion on the trumpet. He picks up musical tunes very readily and plays them 
on his harmonica. The situation at home has remained unchanged, but it 
does not upset the patient as it did previously. 
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Case 10.—W. B., male, school boy, white, age 15, was admitted to the 
Boston Psychopathic Hospital on November 10, 1928, readmitted on March 
20, 1929. Diagnosis: Manic depressive, hypomanic. Committed to a state 
hospital March 28, 1929. Hospital numbers: 29759, 30449. 

Chief Complaint.—The patient was brought to the out-patient department 
of the Psychopathic Hospital on account of conduct disorder. He was staying 
away from home nights, was restless and was acting queerly. 

Family History—Paternal grandmother was psychotic and was a patient 
in a state hospital. The patient’s father was a vagrant, shiftless and irre- 
sponsible person. The patient’s mother died from tuberculosis when the 
patient was two years old. 

The patient was brought up by his maternal grandparents who were 
extremely fond of him and spoiled him. 

Personal History.—The patient was a sickly infant and was under constant 
care of the out-patient department of the Children’s Hospital. For a time 
he was treated for pyelitis at that hospital. His developmental history was 
otherwise normal. 

As a child the patient was temperamental and finicky about his food. He 
never had any temper tantrums because his grandparents always let him 
have his own way. There was no attempt to discipline the child. He was 
a restless youngster who had the habit of picking his nose and face. 

The patient attended the parochial school where the nuns, who were his 
teachers, were very sorry for him because he had no parents, and catered to 
him a good deal. He was excused for misdemeanors for which the other 
children were punished. He was promoted from grade to grade because the 
teachers took a special interest in him. 

The boy has always been quite irresponsible but the grandparents who 
brought him up readily put up with it. In October, 1928, the patient stole 
some money for which he was not punished. A few days afterwards he was 
sent to buy some things in the market and was given money for the purchases. 
He returned home the following morning. He borrowed some money from his 
relatives, went to his aunt’s house and stole some money from her. In the 
evening he was apprehended at the South Station because he acted peculiarly 
there. The family noticed, also, that for the past month the patient had been 
masturbating and teaching other children how to do it. His little girl cousin 
complained that the patient had manipulated her sexually. His conduct was 
so disturbing that the Family Welfare Society advised the relatives to bring 
the patient to the Psychopathic Hospital. 

On admission to the hospital the patient was found to be well developed 
and well nourished, with good development of secondary sex characteristics. 
His height was 5 feet 712 inches and his weight was 124 pounds. The physi- 
cal examination was essentially negative. The examination of blood was nega- 
tive. The urine at one time showed a good many white cells. 

In the ward the patient was irritable and somewhat impudent. He was 
extremely undisciplined and impulsive. He was quite reluctant to discuss 
his problems and when confronted with certain facts would say to the physi- 
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cian, “ You’re crazy,” or “ You're a liar.” The psychometric examination 
showed average intelligence, a mental age of 13.6 and an intelligence quotient 
of 90. There were no delusions or hallucinations. The patient’s mood was 
one of contentment and happiness. 

It was felt that the problem was one of a special personality with extremely 
poor training. 

The patient was discharged to the family on November 19, 1928. Specific 
advice was given as to the handling of the boy. Intensive work was done 
with the boy after he left the hospital, by the Social Service Department. The 
patient stayed at home during the winter of 1928, and entered a local high 
school in February, 1929. He was very happy in school and took a great 
delight in the various activities of the class. At home he remained very 
impertinent and “cocky.” A month after the boy entered high school he 
became very excited and was upsetting the whole class. He would not 
adhere to the discipline in the classroom, talked during the class periods, 
jumped around, ran down the corridors, but always apologized profusely for 
his conduct. 

On March 20, 1929, he went to one of the city parks and stayed there all 
morning and afternoon. Then he came to the hospital and asked the social 
worker to get him a job on a farm so that he would make $5000 for the 
support of his grandmother. He was boisterous, talked very rapidly and 
sang. 

His physical condition on admission was satisfactory. He was slightly 
underweight. 

In the ward he was arrogant, aggressive, restless and overactive. His 
speech was relevant, but drifted from topic to topic with a great deal of 
circumstantiality. His mood was one of elation and irritability. He was also 
very boastful, smiled and laughed. 

The patient said that he felt very well and that he was cured of his habit 
of auto-erotism by going to the priest and talking over his problems. He 
spoke about scientific problems which suggested themselves to him as a result 
of looking over a magazine called “Amazing Stories.” He boasted about his 
brawls in school, but realized that he needed some discipline himself. 

The mental status showed a definite hypomanic disorder, and the patient 
was committed to a state hospital on March 28, 1920. 

Since admission to the state hospital the patient has been overactive, 
loquacious and mischievous. He has constantly played jokes on other patients, 
and for this reason has been treated in a separate room. He has been very 
irritable and at times attacked nurses and other patients. In addition to 
overactivity, he showed overtalkativeness with a flight of ideas. In his con- 
versations with the physician he was facetious and flippant. The case was 
diagnosed as one of dementia prxcox, although it is not stated why this 
diagnosis was made. 

A few months after the patient was admitted to the hospital he began to 
improve a great deal, and lately has been allowed to go home on frequent 
visits. 
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I saw the patient in the state hospital on August 13, 1930. He was a tall, 
rather handsome boy, very pleasant, courteous, and cooperative. He spoke 
about things very intelligently with a fine sense of humor. He realized that 
at times he had been extremely difficult but that he was quite well now. He 
described his interests in the hospital and also at home, where he was taking 
care of a number of pigeons. He spoke enthusiastically and with fervor about 
pigeons, their habits, their life, etc. He spoke quite frankly about his sexual 
difficulties and said that they became more accentuated during his illness. 
The patient has sufficiently improved so that within a short time he will 
be able to leave the hospital for good. 
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DEPRESSIVE REACTIONS RELATED TO 
PARENTHOOD.* 


By GREGORY ZILBOORG, M.D., 
Bloomingdale Hospital, White Plains, N. Y. 


I. 


A married physician of 36 labored under a particularly great fear of 
increasing the size of his family and of thus adding to the burden of his 
financial obligations. Being a Catholic he was opposed to the use of contra- 
ceptives and the fecundity of his wife constantly served to deepen and to 
intensify his inner conflict. One day one of his little boys died of an acute 
illness; the patient was sad, but his unconscious attitude was betrayed when 
the following exclamation inadvertently slipped off his tongue: “ One mouth 
less to feed.” Thereafter he fell into a suicidal depression; he hanged him- 
self and was revived with great difficulty. After he was brought to the 
hospital, he persistently tried to escape the vigilance of the physicians and 
nurses in order to kill himself. Long therapeutic talks with his physician 
revealed an extremely strong (unconscious) death wish directed against his 
children, a deep sense of guilt because of it, a hostility and murderous atti- 
tude toward many whom he thought he loved, and a strong ambivalent 
attitude toward his sister to whom he had been consciously attached all 
his life. After a severe attempt to commit suicide (he stuck a needle into 
his mediastinum) he began to have nocturnal emissions accompanied by 
incestuous dreams about his sister. 


Even without going into the details of the finer psychological 
structure of this depression, one is at once impressed by the promi- 
nence which this man’s children played in his inner conflict. From 
the formal clinical point of view, we deal here with what we custom- 
arily call an affective disorder; on our statistical tables, this case 
would be put down as “ manic-depressive psychosis—depressed 
type.” One might add that the disorder was accompanied by a 
great deal of agitation which at times alternated with a mild re- 
tardation, and being a “ purely affective’ reaction, one might con- 
sider the prognosis “ good for the attack,” and thus perhaps over- 
look the fact that this case offers a number of psychological and 


* Presented to the Association for Research in Mental and Nervous Dis- 
ease, on December 30, 1930, New York. 
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sociological implications of great moment. The fact that the 
patient displayed an unusually persistent suicidal trend might make 
one apprehensive as to the future, for regardless of a possible for- 
mal recovery, this suicidal drive might one day overwhelm him 
even before the recurrence of the depression might be noticed. On 
the other hand, the almost unbounded unconscious hate and aggres- 
sion under which the patient labored steadily before, during, and 
after the acute depression might break through some day in its 
unsublimated form and others might be injured. It will also be 
noted that the pivotal points of his inner conflict were the recur- 
rent pregnancies of his wife and the repeated appearance of new 
children ; fatherhood was apparently to him a great emotional bur- 
den which finally precipitated his psychosis. This admittedly super- 
ficial review of a depressive psychosis in a man of 36 is sufficient, 
however, to permit of the following conclusions: 

Purely phenomenological studies of depressions reveal rather 
little; a clear understanding of depressions without the study of 
their finer structure and psychodynamics is impossible; the prob- 
lem of therapy cannot be solved without such a study; and last but 
not least, no prophylaxis is possible without a re-classification of 
depressions on the basis of new, purely dynamic nosological prin- 
ciples which would be based on psychological criteria. 

The study which follows is devoted only to one of the many 
types of depressions—yet the method and the general orientation 
on which this study is based is applicable to all types; therefore, 
some preliminary general remarks appear to be warranted. 


II. 


Much has been written and said about the rather fatalistic attitude 
which grew out of the Kraepelinian principle of considering psy- 
choses from the point of view of their ultimate prognosis. It can 
scarcely be considered an exaggeration to say that European psy- 
chiatry, despite its rich history and fertile endeavors, proved more 
refractory to the dynamic concepts of psychopathology and defi- 
nitely lags behind the advanced wing of American psychiatry, al- 
though the tendency to run to cover under a formal prognosis dies 
hard here as well as in Europe. Of late, this tendency has been 
definitely shaken in regard to the schizophrenias, but the group of 
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so-called manic-depressive psychoses remained somewhat neg- 
lected, and the tendency to prognosticate created an even greater 
confusion about manic-depressive psychoses than about the schizo- 
phrenias. Tradition considers the affective group as that of recov- 
erable disorders, yet one wonders whether we are justified in this 
traditional view since these disorders almost always recur and al- 
most never leave the individual free from a psychopathological bent. 
It would almost seem more correct to consider this group as a 
group of chronic disorders which are characterized by acute ex- 
acerbations. As a matter of fact, it is more than doubtful whether 
the so-called free interval deserves its name, for just as the spon- 
taneous recovery of a schizophrenic is rarely more than a social 
recovery, so is the recovery from a manic or depressive attack rarely 
more than a social recovery which to the naked eye appears as a 
real restitutio ad integrum. One needs a sort of a psychological 
microscope in order to see the free interval in its true light. 
Abraham, for instance, who studied the general personality charac- 
teristics of those afflicted with manic-depressive psychoses, particu- 
larly the depressed type, found that in their free intervals these 
individuals show almost the same psychological reactions and in- 
stinctual characteristics as compulsive neurotic personalities and 
that they differ from the latter only in one respect: they are less if 
at all capable of a real adult object-libidinous attitude towards life. 
With increasing frequency, the name “ narcissistic neurosis” is 
therefore applied to them by psychoanalytical investigators. One 
may, therefore, state in a general way that the manic-depressive, 
particularly the depressive reactions, have a specific psycho- 
biological history, a special development of the instinctual drives, 
a special psychological structure and a special set of dynamic 
characteristics. 

If they are specific, then two clinical possibilities suggest them- 
selves: first, these specific characteristics should be found in every 
case of depression; and, second, whenever and wherever these al- 
leged specific characteristics are found a depressive reaction of 
greater or lesser severity should be observed. The first point is 
proven by Abraham and others on the basis of their clinical studies 
and therapeutic work; and the second is easily corroborated by our 
daily clinical experience. What are these specific characteristics and 
does our clinical experience corroborate their significance? 

60 
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Let us return for an answer to our suicidal physician. We found 
in that case an unbounded unconscious hatred and aggression which 
he was not able to repress, or sublimate successfully, or permit to 
enter freely into his consciousness. He, therefore, could handle his 
sadism only in one possible way; he developed a severe sense of 
guilt and could thus turn his sadism on himself. When we inquire 
into the deeper strata of, and motivations for, his sadism, we shall 
find a rather intricate and subtle mechanism ; his children he treated 
as rivals; they were so many “ mouths ” which competed with him, 
not as if he were the father of his children, but the brother of so 
many little brothers whom he hated. One is impressed by the infan- 
tile nature of the man’s reactions ; he seems to have remained all his 
life in the throes of the old infantile family conflict even at the 
age of 36 and at the official level of a pater familias. A significant 
clue to the problem is found in his psychotic behavior; after hav- 
ing stuck a pin into his mediastinum he quieted down a little and 
then proceeded to have frank incestuous dreams about his sister 
accompanied by ejaculations. Why did these incestuous dreams 
appear so suddenly and with such frankness at this point of his 
depression which incidentally became less severe? It has been 
pointed out by a number of psychoanalysts, particularly by Alex- 
ander, that once the patient pays the penalty for his sins by means 
of self-punishment, he is relieved (temporarily) of his sense of 
guilt and can, therefore, permit the forbidden wish to gain some 
sort of expression. Alexander relates a characteristic instance of a 
neurotic criminal who, once in prison, began to have frank incestu- 
ous dreams accompanied by ejaculations; as if to say “I paid in 
advance for my severest transgressions and hence I feel less guilty ; 
I feel less guilty, hence I dare to face my criminal wish of incest 
which I was unable to face before for fear of punishment.” 

Our depressed physician followed this unconscious formula quite 
faithfully. The outstanding features of his case seem to be an 
incestuous attachment to his sister and a rather puzzling animosity 
toward his children. I say puzzling because tradition considers pa- 
ternal and maternal love for the children as one of the most fun- 
damental, immutable, instinctive characteristics of man. The ques- 
tion which naturally thus imposes itself is this: Is the hatred of 
one’s children (conscious or unconscious) a purely pathological 
by-product of human development, or is it rather a fundamental 
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affective attitude which under normal circumstances remains buried 
in the unconscious and becomes sublimated? And yet another 
question: What is the dynamics of such hatred, normal or patho- 
logical, and what are its psychopathological and sociological impli- 
cations? The present study by no means attempts to furnish an 
adequate answer to these very complex questions, since its aim is to 
formulate the problem and to envisage its nature in a general way. 


III. 


We might gain a somewhat broader if not deeper understanding 


of the scope of the problem, if we consider briefly the following 
case: 


A married real estate broker of 37, who came to Bloomingdale Hospital 
in a state of profound depression, which had kept him incapacitated for almost 
a whole year before admission. His physical condition was found to be sat- 
isfactory except for the rather low basal metabolic rate which is usually 
characteristic of depressed states. The patient was the youngest of four 
children. His father died when he was six years old and the boy was rather 
attached to an older brother who was 14 years his senior. He was a cheer- 
ful, apparently happy man who “was always fooling”; he was very musi- 
cal and artistic and seemed to be satisfied with his lot. It is interesting that 
his father too was musical, artistic and imaginative. The patient was a 
rather successful business man and it appeared that his life was well regulated 
from the standpoint of both inner adjustment and external circumstances. He 
saw service in France at the age of 26 and was married four years before 
admission, at the age of 33. He had a little daughter who was 16 months 
old and his wife was five months pregnant at the time that he came to seek 
treatment at the hospital. It was learned that he had made several attempts 
to commit suicide by shooting himself or by inhaling chloroform or illuminat- 
ing gas. He was sarcastic with his wife and wondered with some apprehen- 
sion whether his child looked normal. The study of his history and of his 
trend revealed the following: He expected to find a confidant in his wife 
and yet, despite apparent compatibility, he spoke to her very little, and, as 
a matter of fact, he would frequently remain silent with her throughout a 
whole evening. When she first expressed her wish for a child he began to 
feel that “ married life is a sham; a gigantic conspiracy to punish him for, 
something.” He felt that “suicide was connected with it” or “perhaps it 
was a dream.” It was recalled that while radiant and cheerful before mar- 
riage, he became rather gloomy afterward and that on one or two occasions 
he spoke of shooting himself. He thought that his first child might not be 
his, although there was no objective or even remotely plausible reason for 
his suspicion. The second child was born while the patient was in the hos- 
pital, and he thought that this second child too was probably not his. He 
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spontaneously denied any “ secret correspondence” with his sister, although 
no one asked him about it. He questioned the friendship of his friends. He 
said that ever since the war he felt “as if he ought to commit suicide.” 
His first attempt to kill himself was made on the eve of Memorial Day. 
He recalled that he once was knocked out by an explosion of a shell, but he 
always thought he wanted to die by a bullet. He once thought that he had 
shot a friend in the war, but although that friend turned up safely an obscure 
sense of guilt did not leave him. Another incident occurred which left an 
indelible impression on him; in the war he thought he had killed a very good 
friend, the friend who was doing reconnaissance and who failed to reply 
when the patient challenged him. The patient fired a shot. Sometime later 
the friend was brought in wounded and died and in spite of the fact that it 
was definitely established, to the patient’s apparent satisfaction, that a machine 
gun bullet had killed his friend, the patient continued to harbor vague but 
painful self-accusatory ideas. He would relive the anxiety of the incident 
years later whenever a thunderstorm occurred. It is rather interesting that 
as his depression lifted a little, a certain paranoid suspiciousness would 
become evident; he would wonder whether people talked about him and 
questioned the sincerity of his best friend. This trend would in turn dis- 
appear with the aggravation of his depression. Gradually he became more 
comfortable; he would shy off the topic of his former suspicion regarding 
the possible unfaithfulness of his wife; he stated that he felt an increasing 
“need of someone to advise him”; he felt that he should abandon his business 
despite the fact that he was successful in it; he thought he wanted to become 
an assistant to his brother who had a mechanical workshop in a neighboring 
town. He finally took the job of a simple mechanic in that shop working 
under his brother, and this seemed to satisfy him. When seen some months 
later, he appeared comfortable and moderately cheerful, but would not dis- 
cuss the past.* 


* A word or two as to the method of interpretation of this case: In an 
ideal case we could gain a rational understanding of the dynamics of the 
mental pathology because such an ideal case would furnish us with all the 
information we need. We would know not only all the environmental, bio- 
logical and psychological data which we require, but also all the minutest 
developmental stages of the given personality, and we should be able to see 
without any difficulty every detail and every bent of the problem. Needless 
to say, such ideal cases do not exist, and even the cases that underwent a 
prolonged and thorough psychoanalysis do not present this imaginary ideal 
state of affairs in which everything has become known, clear, incontestable 
and precise. However, psychopathology has little reason to labor under any 
sense of inferiority, for even exact sciences like experimental physics never 
achieve such ideal conditions as to eliminate the interference of friction, 
weight, variations of temperature, etc. A strictly scientific experiment when 
reduced to a concise mathematical formula expresses only that which would 
happen if conditions were ideal. Conditions are never ideal and the formula 
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We know from psychoanalytical experience that man reaches 
the adult genital level of development very gradually, and that the 
path of this development is covered with many roughnesses. Given 
a strong incestuous tie to the mother, which is not infrequently dis- 
placed to the sister, the male experiences a number of emotional 
crises, most of which are unconscious and which are known under 
the heading of “ sense of guilt ” and “ castration fear.” This sense 
of guilt and this fear frequently check the masculine aggressiveness 


arrived at is therefore not true in the strict sense of the word, but it is none 
the less correct scientifically. The same mode of thinking leads us in medi- 
cine to see many facts and to draw many conclusions which, from the purely 
formalistic point of view, might appear fictional or unwarranted, but they 
remain facts nevertheless, facts empirically arrived at, and our conclusions 
also remain scientifically warranted. Thus, when we hear a loud rasping 
presystolic crescendo murmur at the apex of the heart, we think of mitral 
stenosis, and we visualize a contracted, thickened, rough mitral valve. We 
visualize the blood trying to rush into the ventricle through a too narrow 
lumen; in other words, we visualize the pathological anatomy and physiology 
of the condition. Yet we may and probably will never be able to verify our 
conclusion by a direct observation of the heart and valve of the individual 
examined, for even if the individual died and if we had the opportunity to 
see the heart at a necropsy, it would be a dead heart (anatomy) that we 
would see but we would never observe the actual defect in circulation 
(physiology). In other words, our indirect observation led us to infer the 
physiological process and this inference undoubtedly has the right to claim 
the name of a scientifically correct empirical conclusion. No one has yet seen 
the pulmonary circulation, nor did its discoverer, Michael Servetus, ever see it, 
but the fact is doubted by no one and the scientific validity of the conclusions 
arrived at by Servetus is questioned by no one. 

This somewhat lengthy digression as to certain features of man’s scien- 
tific thinking was made not only in order to emphasize the limitations of our 
scientific methodology, but particularly in order to make clear that the 
newer methods in psychopathology do in no way differ from other empiri- 
cal scientific methods. Psychoanalysis gathers its information through de- 
tailed, intensive, individual study of a series of given psychopathological 
phenomena. The facts, the psychological mechanisms, the dynamic constel- 
lations which we observe and collect in these intensive studies rightly serve 
as a basis for our inferential but empirically scientific conclusions whenever 
and wherever we deal with various neuroses and psychoses that come under 
our observation. In other words, we consider every production, every reaction, 
and every trend of a given patient from the standpoint of deeper mecha- 
nisms and our conclusions are, we believe, as justified as the diagnosis of 
mitral stenosis and its physiological implications made upon the basis of 
various physical signs. 
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of the growing individual. For in his unconscious there exists a 
hate of the father, which is at times displaced onto an older brother. 
The younger personality, unable to stand the fear, gives up his mas- 
culinity, at least in part, or temporarily, and then assumes a pas- 
sive, feminine submissive attitude toward the father or his psycho- 
logical representative. If he stops at this level he cannot be a 
full-fledged man; 1. ¢., he cannot become a father, i. ¢., a psycho- 
logical father. Physiologically, such an individual may function 
without fail, since he can have coitus and impregnate a woman, but 
he cannot face fatherhood, for ever since childhood he harbored a 
hatred of his father and he cannot imagine himself as a man un- 
less the father is out of the way. Hence to him “to become a 
father” means to have eliminated his own father, or, in other 
words, the murder of the father and being the father of a child 
become equated in his unconscious. Our depressed real estate 
broker lost his father at the age of six, a period when the hostile 
feelings against the father are presumably at their height and when 
unconscious death wishes are very strong. The little boy, fulfilled 
though his wish was, charged probably with fear and guilt, turned 
to his older brother towards whom he quite naturally assumed the 
passive feminine attitude into which he escaped as a result of cas- 
tration fear. But displacing onto the older brother the passivity 
which he felt for his father, he also displaced onto him his uncon- 
scious hatred and aggressiveness. Everything went well as long as 
the young man lived on the level of a comfortable psychological 
compromise. He remained single and was not called upon to spend 
much love on a woman; his relations with women were casual or 
purely physiological, and they cost him little emotion. On the other 
hand, he sang like his father and this minor point of identification 
apparently sufficed to keep up his masculine self-respect. His pas- 
sivity was gratified in his relations to his older brother ; his activ- 
ity found its outlet in the making of money. His infantile depen- 
dence upon his mother continued, as he lived at home. However, 
the war brought him face to face with a very difficult emotional 
problem. An aggressive adult masculine individual would have 
displaced his unconscious murderous attitude onto the enemy—the 
Germans—but our patient was not able to do so, because he ap- 
parently had never made peace with his unconscious death wishes 
against his father-brother. Hence, a phantasy that he had killed a 
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brother soldier, a phantasy in which the wish was covered by 
anxiety and in which even the evidence to the contrary failed to 
allay his sense of guilt; 7. e., his emotional conviction that he had 
committed murder. Freud pointed out that the human unconscious 
treats our wishes and phantasies not as wishes and phantasies but 
as acts performed, as crimes actually committed. We feel guilty 
as if we had actually committed murder or incest. Our patient’s 
behavior becomes now more understandable; he treated his uncon- 
scious wish as an established fact of crime and therefore was un- 
able to rid himself of the sense of guilt; consequently driven by 
the extreme need for punishment he developed a strong suicidal 
impulse. This primitive drive assumed the form of the primitive 
talion principle ; he killed and therefore he too must be killed. The 
mechanism is that of becoming at once one’s own unconscious judge 
and executioner and is one of the most common in psychopathology. 
The war over, the patient recaptured his former pattern of life, 
but he carried on not without inner stress. Every now and then 
the phantasy of having murdered his friend would recur, and he 
would live out his anxiety even in a thunderstorm, obtaining some 
relief by means of occasional confessions to reliable friends. As he 
entered married life, he hoped to make his wife his confidant. Like 
any man, normal or abnormal, he hoped to live out in his marriage 
a part of his mother attachment, as every wife in the husband’s 
unconscious is in part a mother. Our patient’s psychological de- 
velopment was apparently such that he was unable to accept the 
mother in his wife; “having killed” his soldier-brother-real- 
brother-father, he could not accept the mother in his wife, the 
mother whom he had acquired through murder. Still less was he 
able to accept a child, for that child was in his unconscious invested 
with all the attributes of a child born out of incest, so that the only 
way in which he could escape from this psychological impasse was 
to deny that the child was his; if he could have admitted into his 
consciousness the unconscious compromise, he would have formu- 
lated it as follows: “I cannot be a father, I have no right to 
since for me to have a child means to be branded as a criminal. 
Let her (my wife) go and have a child by another man so as to 
relieve me from the tragedy of incestuous crime. I wish the whole 
world knew that I am not the father of her (my) children.” It is 
hardly necessary to go into details of the reasons why such thoughts 
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could not be admitted into the consciousness of our patient. That 
is why he fell into greater and greater dejection and self-accusation, 
almost a prey to his self-destructive impulses. We shall now be 
able to understand a little better the alternation of paranoid states 
and depressive, self-accusatory episodes throughout his psychosis. 
Whenever he made the natural attempt to recover from a depres- 
sive state he faced the necessity of managing or finding an outlet 
for his aggressive hostility. This he could achieve by means of a 
projection: ‘“ Not J want to harm my friends (brother, father) 
but they are against me and they want to harm me.” We shall 
now also understand his attitude towards his marriage: As soon 
as he learned that his wife wished to have a child a strange, but 
nevertheless true thought occurred to him, the marriage was a 
sham. So it was, to his unconscious. It was a conspiracy. This 
also was the case for he did not want it and merely submitted to it 
because of the demands of his socialized ego. In other words, it 
was society and social tradition which demanded that he marry and 
have children, not he. He also added that “ it had something to do 
with suicide.” So it had, for as has been said, to him becoming a 
father meant to have murdered his own father, which crime he 
could expiate only by self-destruction. 

In the light of what has been said, it is quite interesting to note 
how he “ escaped into health.” His pathological trend he buried 
and would not face; he abandoned his business and his music and 
assumed a subsidiary, passive, insignificant, submissive rdle in 
relation to his psychological father—his older brother. His pas- 
sivity, his femininity, or to put it in psychoanalytical terms, his 
passive homosexuality, thus found for itself a socially acceptable 
outlet and although this was found at the price of the incomplete 
development of his personality, the patient became able, at least, 


temporarily, to live outside an institution in apparently good 
health. 


IV. 


From the cases quoted thus far, it would appear that a strong 
unresolved incestuous drive stands as a barrier to parenthood. As 
is well known, many people, men and women, whose infantile at- 
tachment to one of the parents remains unresolved are automati- 
cally protected against parenthood, and they have no desire to 


| 


1931 | GREGORY ZILBOORG 937 


marry and do never marry. However, for reasons which it would 
be very interesting to study but which are outside the scope of this 
communication, many men and women develop a strong drive to 
deny their incapacity together with their CEdipus attachment so 
that they are driven to follow the conventional social tradition and 
usually break at the very time at which they seem to have achieved 
their ideal of identifying themselves with the parent of their own 
sex, and the would-be father and the would-be mother choose a 
psychosis as a compromise. It would appear that at least as far as 
the two cases quoted are concerned, the strong aggressive, sadistic 
drives of the individual are in some way responsible for the par- 
ticular mode of settling the psychological conflict. Evidently such 
an individual fails to repress or adequately to sublimate his sadism. 
Hence he is unable to accept a passive, submissive role in life and 
is constantly driven from within to greater self-assertion, and to 
a greater expression of his masculinity, while at the same time he 
never succeeds in making peace with his castration fear. This is 
very characteristic of both cases, although in the case of the physi- 
cian it does not appear as clearly at first as in the case of the real 
estate broker. The physician not only had a terrible fear of his 
wife’s pregnancies because of the unconscious sense of guilt con- 
nected with his incestuous attachment to his sister, but also dis- 
placed this hostility onto his children. We do not know much about 
his attitude towards his father and his whole sadism appears to 
have concentrated on his children. This again brings us close to 
the puzzling problem of why parents hate their children. 

We shall defer the consideration of this problem until we gain 
some insight into the psychology of the depressed mother which is 
reviewed below. 

It will have been noted that both patients cited above were in 
the fourth decade of their lives, an interesting detail, since this 
seems to be the period of life when the greatest majority of 
“parenthood psychoses” are apt to develop. The postpartum 
schizophrenias studied by the writer also fall into the same age 
group. The younger the individual, the more definite the reaction, 
and the more transparent the psychological mechanisms. In older 
individuals, the deeply infantile instinctual reactions are highly 
modified, elaborated, displaced, condensed and thus confused, 
while in the younger we may frequently observe a sufficient num- 
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ber of frankly regressive infantile symptoms or trends which help 
to shed additional light on the problem. Thus: 


An unmarried salesman of 28 was admitted to Bloomingdale Hospital in 
a state of depression. He had some physical complaints for which no organic 
basis was found. The onset of his depression was moderately acute, he 
came to the hospital three weeks before the date of his proposed marriage. 
He was characterized as “too much of a mamma’s boy.” His father was an 
effeminate, affectionate person, and his mother a soft-hearted woman who 
babied the patient, her oldest and only son. There were two sisters younger 
by three and four years respectively. He sucked his thumb till the age of 
six, never abandoned his habit of nail biting, and chewed gum incessantly. 
Nocturnal enuresis persisted until the age of 10. He had no special ambi- 
tion and worked as a partner in his father’s business. His sexual history 
was not striking but rather characteristic; he reached maturity at the age 
of 13 and since the age of 17 had frequent sexual affairs. The first was with 
a Catholic woman who was twice as old as the patient (he was Jewish)— 
she was 35, when he was 17. The affair ended after a very short period, 
because of the patient’s temporary impotence. Not very much affected by 
any of his love affairs, he would quickly lose interest in any girl or woman. 
At the age of 22 he established a liaison with another older, married woman. 
One day she expressed the apprehension that she might have become preg- 
nant; following this the patient developed nausea and began to suffer gas- 
tric distress after coitus. Soon he began to worry about a possible rectal 
fissure, and later on he stated that he had always been tearful when in the 
act of lovemaking. He drifted into a platonic rather lukewarm relationship 
with a girl to whom he became engzged, but when they planned to marry, 
he developed a fear of death, gastro-intestinal complaints and finally a depres- 
sive state. He complained that his bowels would not move and that “I have 
some manhood but not as much as I should have.” He asked for frequent 
rectal examinations, complaining that he experienced “no enjoyment in 
moving the bowels,” and also told his relatives that his physician advised the 
amputation of one leg. Speaking of his fiancée he stated: “If I were well 
enough to leave here today, I should marry her tomorrow. I would, doctor— 
that is a fact—I would. It is every man’s duty and privilege.” He stated 
that throughout his depressive period he had no sexual urge and no erection 
and appeared rather unconcerned about it. He said, “ Marriage is the socially 
acceptable thing to do.” As he gradually improved under hospital treatment, 
he began to make plans for the future. His chief desire was “to return to 
father’s business not as a partner, but as a regular commissioned employee.” 
He continued to be well one year after leaving the hospital; during that 
time he stayed away from his fiancée and continued a casual sort of erotic 
life, stating that “ relations with girls without marriage was not detrimental.” 


It is quite transparent that this patient used his illness and his 
hospitalization as an escape from marriage which he seemed some- 
how to perceive as a challenge or threat to his personality. Even if 
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he had succeeded in identifying himself completely with his father, 
he would never have achieved any striking ideal of masculinity, for 
his father happened to be a rather passive, effeminate type of per- 
son. But our patient fails even in this identification. He craved to 
play a submissive, passive, feminine role even in relation to his 
effeminate father, and wanted to return to his father’s business not 
as a partner, 7. é@., not as an equal, but as a salaried employee, a 
subordinate, so that unconsciously he apparently thought of him- 
self as a woman. It seems that his great attachment to his mother 
and the absence of other boys in the family made it still easier for 
him to follow the path of psychological effeminization. There is 
in his history a striking hint at the fact that a great part of his per- 
sonality craved being a woman; thus when he learned that his mis- 
tress might have become pregnant he developed nausea and gastric 
distress after coitus, which is not an infrequent symptom particu- 
larly in girls betraying an unconscious pregnancy phantasy. More- 
over, not having outgrown his infancy, the young man attached 
himself only to older women, and he failed to free himself from 
the CEdipus attitude towards his mother. It follows that his love 
for these women was accompanied by a strong sense of guilt as 
evidenced by the fact that he was frequently impotent and that he 
was tearful during his love-making. The only emotional com- 
promise which he could find for his psychosexual adjustment was 
a flight from possible parenthood and the establishment of a light- 
hearted, casual, easy-going, erotic life which cost him no emo- 
tional sacrifice ; hence, “ relations with girls without marriage is not 
detrimental.” It is clear that the main psychodynamic moments 
which characterized the two cases previously cited are also charac- 
teristic of this young man; to wit, an incestuous attachment to the 
mother, a sense of guilt, a castration fear and probably a castra- 
tion wish (the phantasy that his leg should be cut off), a passive 
feminine attitude towards his father, and the inability really to 
love a woman in an adult, giving manner. Under proper circum- 
stances, like threat of marriage which to him was “every man’s 
duty and privilege,” a “ socially acceptable thing to do,” but not a 
natural craving, the patient developed a depressive reaction. It 
will be recalled that throughout the depressive episode he had no 
sexual urge and no erections. This phenomenon of loss of genital 
libido is not unusual in depressions ; however, from the standpoint 
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of psychodynamics, as from the standpoint of physical dynamics, 
no energy can ever be lost. The fact that the young man showed 
no objective signs of genital erotism (no erections) and no sub- 
jective signs of genital sexuality (no sexual urge) does not mean 
that his libidinous energy disappeared. No energy disappears al- 
though it may be converted into another form, but it cannot cease 
to exist entirely. Where did this young man’s genital libido go? 
The chief complaint which he presented during his depression is 
very suggestive of an answer. His complaint, we shall recall, was 
gastro-intestinal distress and constipation. He had “ not enough 
manhood,” his bowels “ did not move,” he complained that he felt 
“no enjoyment in moving the bowels,” and craved frequent rectal 
examinations. This well-known regressive concentration on one’s 
lower bowels and anus is almost an invariable accompaniment of 
many depressions, but whether or no this concentration appears as 
a manifest symptom (conscious complaint), it is nevertheless in- 
variably present in every depression, no matter how much it may 
be covered up or symbolized. Abraham’s analytical studies of 
manic-depressive psychoses brought forth convincing evidence to 
the effect that in depressions the whole psychic apparatus of man 
regresses to an early infantile stage and functions primarily on 
the level of early anal sadism. Abraham found that depressed in- 
dividuals function psychologically as if they were still at that stage 
of development at which the mouth and anus still played the pri- 
mary role in their libidinous life. In short, a depressed individual 
presents a regressive escape from a psychological conflict, an escape 
in which the unconscious attitude towards life is a combination of 
oral and anal sadisms; it is as if the individual unconsciously incor- 
porates (introjects) the world, or the person hated, and then gives 
complete vent to his sadistic hatred against the world or person 
who has been incorporated (oral reaction) by means of self- 
accusatory and self-destructive trends. These conclusions to which 
Abraham came through strictly empirical therapeutic work might 
and will at first appear somewhat theoretical and obscure. How- 
ever, it is important to bear in mind that we are dealing here with 
a working hypothesis which has thus far been corroborated by the 
clinical behavior of depressed individuals, as well as by those 
dreams and intimate life histories which were got through pro- 
longed psychoanalyses. These individuals always appear to be in 
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the throes of inverted violent impulses and of a painful concen- 
tration on their lower bowels. Our young patient illustrated this 
regressive phenomenon rather clearly; like all depressions he ap- 
pears to have shifted his genital erotism back to the anal level, and 
hence he sought special enjoyment in moving the bowels and 
craved stimulation of his anal region like a baby. The more inti- 
mate dynamics of anal-sadistic erotism and its intricate conscious 
and unconscious phenomenology cannot occupy us here. At present 
only the clinical phenomenon of the typical anal regression is of 
importance to us. This regression enables us to understand not 
only the reason why the depressive states are so frequently accom- 
panied with characteristic gastro-intestinal complaints, but it also 
throws some light on the characteristic sadistic reactions which we 
observe in those depressed individuals who present comparatively 
few gastro-intestinal subjective symptoms. 

We may now recapitulate briefly the outstanding psychodynamic 
characteristics of those men who show depressive reactions to ac- 
tual or threatened parenthood. It would then appear on the basis 
of the illustrative material thus far presented that a strong inces- 
tuous drive makes these individuals feel unconsciously guilty for 
their threatened or actual parenthood. This sense of guilt drives 
them into a passive homosexual state (mostly repressed, 1. ¢., un- 
conscious ) or, what amounts to the same thing, into feminine iden- 
tification. On the other hand, due to developmental or constitu- 
tional factors, or both, these individuals labor under the pressure 
of an unusually strong anal sadism. In addition, their ego-ideal is 
at least partially that of a normal socialized individual and hence 
they labor under a severe conflict between what they want (mas- 
culinity, parenthood) and what they fear (the same masculinity 
and parenthood). At first they attempt to solve their conflict by 
playing the role of lovers, husbands, or fathers, but without in- 
vesting their marital, paternal, or general erotic relationship with 
much emotional interest; to use a psychoanalytical term, without 
this compromise would not or should not develop any depressive 
reactions, but, as a rule, it is difficult for many to maintain them- 
selves on the level of this compromise, for their sense of guilt com- 
bined with their unappeased infantile aggressive, anal-sadistic 
hatred drives them into an emotional conflict with their sexual 
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partners and offspring; hence, a depressive reaction in which the 
sense of guilt combined with the inverted sadism drives them not 
infrequently to suicide. 

V. 

The three cases cited are characteristic of the 30 cases of de- 
pressions in men which were studied and which show a very strik- 
ing uniformity of trends. These appeared under different guises 
of rationalization, but were rather transparently identical, although 
the modes of psychotic adaptation were variable. As has been indi- 
cated, some escape into playing a passive submissive role in rela- 
tion to an older person, some escape into autoerotism, while others 
flee into extramarital indulgence. Several of the cases achieved 
temporary peace of mind by becoming subordinates and by appar- 
ently losing, or at least weakening, their libidinal interest in their 
families; while others found themselves “ suddenly ” autoerotic 
during the psychotic attack and continued to masturbate after the 
depression lifted and after they returned to their homes and to 
their wives. One of our patients who made a particularly valiant 
emotional struggle returned to the masturbatory activity which he 
used to indulge in between the ages of five and eight. Character- 
istically enough, he claimed in his psychosis that he had had but one 
emission in his life; by this he apparently meant a genital orgasm 
in coitus. He began to masturbate while in the hospital and showed 
little if any conflict in this connection: 


This patient became depressed three weeks after his marriage, which took 
place when he was 29 years old. His depression before his hospitalization 
ran a singular course: he was abstracted and despondent when at home with 
his wife, but he showed no trace of despondency when he was with his 
parents. He became suicidal, but when he was sent to a camp he behaved 
without a trace of depression. He finally made an attempt to commit suicide 
and was brought to Bloomingdale Hospital. 


It should be noted that those individuals who react more or less 
acutely to marriage rather than to threatened or actual fatherhood, 
seldom if ever remain on the level of “a purely affective disorder.” 
They are apparently unable to cope with their strong, although 
unconscious, homosexuality and soon and almost invariably they 
begin to show a number of schizophrenic tendencies. While there 
is no doubt that they are depressed and self-accusatory and sui- 
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cidal, they develop sooner or later rather definite schizophrenic 
states. The patient just quoted is a case in point. He regressed to 
the old infantile autoerotic level and began to feel comfortable. As 
soon as he succeeded in finding a way of escape from loving an 
object, he began to feel better. We must recall that the analysis of 
chronic masturbators and some overt homosexuals revealed that 
the act of masturbation is accompanied not only by erotic phantasies 
of love, but also by those of hate; the masturbator erotizes his sa- 
dism as it were and turns it on himself. The phantasy in such cases 
is that of self-castration. This would explain the singular improve- 
ment in our patient when he regressed to masturbation. One might 
again recall in this connection that the primary unconscious fear 
of parenthood is fear of incest. In homosexuals this fear becomes 
quite intense even before they impregnate a woman, and hence a 
profound anxiety connected with coitus and a flight into a depres- 
sive state. As has been indicated, those of our cases who over- 
came the fear of coitus would balk at marriage, but found “ inter- 
course with girls not detrimental.”” They reduced the act of coitus 
to a purely physiological affair ; i. e., they would not combine it with 
a love of which they found themselves incapable. If, however, the 
man became entangled in marriage, he would seek escape in a 
rather paralogical mode of thinking and behavior: he would turn 
away from his wife (mother) and find, as one of our patients 
stated candidly, that “ extramarital relations are not harmful, only 
marital ones are.’’ The severest reactions could quite naturally be 
observed in those who despite their strong homosexual (uncon- 
scious) reaction against coitus were driven into marriage by the 
advice of relatives and friends. One of our patients presented a 
particularly instructive example: 

He developed a severe suicidal depression at the time marriage was 
contemplated. After a partial recovery from the depression and after hav- 
ing married and impregnated his wife, his depression recurred with increased 
force. It soon became evident that he labored under an almost uncon- 
trollable tension which finally broke through. The patient entered an agitated 
state which might be described as a homosexual panic and in the course of 
a few months he settled on a level of an agitated, paranoid state in which 
he gave vent to his unbounded hatred of his father and to his highly elabo- 
rated and rather florid infantile erotic phantasies which he had projected 
onto his parents. He accused them of having conceived him in sin, of hav- 
ing practiced cunnilingus and fellatio before and after he was conceived, and 
of having thus perverted him. This patient finally deteriorated. 
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It must be borne in mind that cases like these are particularly 
instructive from the standpoint of the psychogenesis and devel- 
opment of those depressions in the male, which are related to mar- 
riage and particularly to parenthood. The study of these cases re- 
vealed that they hardly ever fail to show signs of paranoid trends 
or other schizophrenic mechanisms. This, I believe, is characteristic 
more of the male than of the female. Certain peculiarities of the 
male’s psychosexual life may throw some light on this phenomenon. 
Whatever the sexual inversion of the man, he is called upon by 
our civilization to play the role of a man. He cannot escape into 
frigidity as the woman does, since frigidity in the male is impo- 
tence, which he considers as a symptom of an illness and around 
which he naturally builds up a set of emotions charged with a sense 
of insecurity, a sense of guilt, and a sense of envy and hate of those 
who are potent (father). His infantile conflicts become mobilized 
and even when he reacts with a depression he fails to solve his con- 
flict. This relative poverty of resources for adaptation to his own 
psychosexual failure forces him to project his difficulties onto the 
outside world. Hence, one would naturally expect a greater fre- 
quency of schizophrenic mechanisms in men. This, as is known, is 
corroborated by a wide variety of statistical data. 

This difficulty in adjustment and the scarcity of adaptive mech- 
anisms which the male has at his disposal is particularly well illus- 
trated by the relationship of the father to the child. Given a strong 
mother attachment, and therefore a strong castration fear and 
drive to passivity (homosexuality), what are the emotions (un- 
conscious) with which the father faces his own child? As has been 
pointed out above, he first of all experiences a sense of guilt be- 
cause to him the child is the bodily expression of a primordial, ele- 
mental sin. He wants to get rid of the child, he wants to deny it, 
he projects onto the child his own sense of guilt, and soon finds 
himself overwhelmed with hostile feelings towards it. The most 
direct way out of this situation would be murder, but for many 
reasons, some of which are obvious, this does not happen, and only 
the fathers of the very primitive societies used to indulge in this 
practice. The next way out is the pathological projection which 
was pointed out above: the child is not his, his wife deceived him 
and begot a child in sin. This is probably the reason why there is a 
paranoid coloring in almost every “ parenthood depression ” when 
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it occurs in man. As a matter of fact, this is the only way man can 
deny his fatherhood. However, their paranoid denials fail to solve 
entirely the conflict between father and child.* There are other 
quite powerful psychological factors which determine the hostility 
towards one’s children and which make it difficult for the father 
to rid himself of his sadism. Only those which appear dynamically 
the most important will be mentioned. The first, as was noticed 
in the case of the physician, is the unconscious rivalry which 
exists between father and son. The origin of this hostility, and 
its primitive anthropological roots, have been described by Freud 
many years ago and have since been widely accepted. It is, there- 
fore, unnecessary to consider this particular point in detail. One 
may add also that given a strong infantile attachment of the 
father to his real mother, the father’s jealousy of his son will be- 
come accentuated since “ wife ” is partially equated with “ mother.” 
This strong and at times unbreakable attachment (unconscious) 
serves as the main source of the father’s (unconscious) hatred of 
his son, and yet another element enters into the rivalry between 
father and son: it is remarkable for instance that very frequently 
in the unconscious of the father, the little son stands for a brother. 
Thus, one of our patients under psychoanalysis made frequent slips 
of the tongue calling his son by the name of his brother and when- 
ever memories or phantasies of his childhood hostility against, and 
rivalry with, his brother came up, he would begin to show a defi- 
nite impatience with his child and a desire to punish him at every 
minor provocation. It is quite easy to understand that men with 
an unresolved incestuous attachment to their mother, must be ex- 
tremely sensitive to any rivalry, so that they cannot tolerate any 
competitor, they hate the rival yet unborn and fear their wives’ 
pregnancies. So much the greater is the unconscious hatred of 
the son when he appears as a living being. 

There is yet another factor which is of great moment in many 
cases. It appeared transparently in the young man who developed 
nausea and gastro-intestinal distress after he was told that his 
mistress might be pregnant, and it also appears quite frequently, in 
a less direct way, in the form of hatred towards one’s wife. We 


* While there are finer differences in the psychological attitude of the 
father towards his son as compared with that towards his daughter, only 
the general psychodynamics are considered here. 
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have in mind the mechanism of mother identification. The devel- 
oping boy, in his flight from incest, develops a passive feminine 
attitude towards his father, but in doing this he does not give up 
the mother, he saves her for himself, by identifying himself with 
her. Hence strong feminine cravings which are universal and 
which are found not infrequently even in the analysis of normal 
people. This identification has deep anthropological roots and a 
direct expression of it can be found today in the primitive cere- 
monial known as the couvade which still survives even in some 
parts of Europe. Some of the rites of couvade consist of the fol- 
lowing: The husband repairs to bed as soon as he is advised that 
his wife is in labor. The relatives pay no attention to the woman 
and take care of the husband instead, as if he were giving birth to 
a child, while he actually goes through all the contortions of labor. 
Definite traces of this primitive identification are found both in 
clinical psychopathology and in the unconscious phantasies of some 
patients under analysis. The phenomenon of “ menstrual neu- 
roses ” in males or “ morning sickness ” of a pregnant wife’s hus- 
band is well known. Too, a number of patients under analysis 
reveal a great deal of envy of their wives, when they become preg- 
nant; they are, as a rule, individuals with strong mother attach- 
ments. In our parenthood depressions this deeply seated uncon- 
scious trend does not appear directly, for if it did the patients would 
have to develop delusions of pregnancy which would be incom- 
patible with a depression. We do find such phantasies only in young 
schizophrenics and the writer observed a case of a chronic manic 
state in whom this phantasy came to open and euphoric expression ; 
he insisted that he was in his ninth month of pregnancy. In the 
depression, however, such a phantasy must and does remain re- 
pressed, and one can find only the affective derivatives of it and 
this only by way of inference. It expresses itself, I believe, in the 


form of a hatred (envy) of the wife and accentuates the hatred of 
the child. 


There is still another important determinant of this hatred and 
this one is common to both men and women. It could be best visual- 
ized if we recall that there are two sets of psychological forces 
which are constantly at war within the sphere of man’s affective 
life. One is the sum total of the instinctual drives of man which 
refuse to be bridled and seek expression, and the other is the social- 
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ized set of ethical demands that serve as a watchful policeman and 
constantly inhibit the drives which are not acceptable. The latter 
Freud calls the super-ego and the former the id. The battlefield of 
these two forces is in the individual’s personality, his conscious ego. 
Normally, we identify ourselves with our children, and we relive 
in them or through them our own childhood, so that we escape the 
watchfulness of our super-ego and enjoy vicariously that which we 
enjoyed as children but which is forbidden to us as adults. How- 
ever, as the children grow, and as soon as they become old enough 
to stop being only playthings for the parents, they are invested with 
those ideals which the parents were taught in their own childhood, 
and they become the living and growing future ideals of the par- 
ents. Training, teaching, and education are all agencies by means 
of which the child is being prepared to fulfill the parents’ ideal. 
The more primitive and refractory the child, the severer the parent 
and the educator. To put it in other terms: the parental super-ego 
exercises the maximum of pressure on the child’s id. In other 
words, in their positive as well as their negative attitude, the par- 
ents treat the child as they (their super-ego) treat their own id. 
If we now recall the extremely inhibited sadism of the patients 
under discussion, their sense of guilt, their rigid judgment of their 
own unconscious infantile strivings, we shall understand one of the 
most fundamental sources of hatred of children. They appear to 
the parent not only as rivals, not only as a living testimony to their 
crime of incest, but as an example of unbridled masses of ele- 
mental instinctual strivings against which the pathologically sadis- 
tic super-ego of the parent rises with full force. At the present 
state of our methods of investigation, it is still difficult to observe 
this complex psychological phenomenon directly in our patients. 
Only special methods used for the uncovering of unconscious re- 
actions can disclose the real dynamic nature of it. It does not 
appear in the form of a clear-cut symptom in the formal picture 
of the depression. At present it can be recognized only inferen- 
tially in the light of the sum total of the patient’s reactions and by 
means of special studies of psychodynamics as yet to be made. 
One may sum up by saying that whatever the individual compo- 
nents, there exist a number of potent psychological factors which 
are mostly unconscious and which act and express themselves in 
the manner outlined above and produce subjectively the emotion 
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of hatred of the child and objectively a series of depressive states 
and aggressive hostile trends directed against the child. In severe 
pathological states, this hostility might reach the point of infanti- 
cide. An extreme and very instructive example of such a case 
follows: 


An Italian housewife of 34* was brought to the hospital in a state of 
agitation; she expressed the fear that her oldest boy was dead and that her 
husband was unfaithful to her; her mood was at first that of open hos- 
tility to people, but it soon changed to a somewhat stolid inimical indifference. 

She had been married for about nine years. It appears that she never loved 
her husband and married him only because she thought he was rich, and 
she was fond of wasting her husband’s money. She would not respond to 
his sexual demands and then would become the sexual aggressor when her 
husband appeared indifferent. He occasionally suffered from ejaculatio pre- 
cox and she would make fun of him. Nothing definite is known about the 
history of her first two pregnancies. She had two boys, five and three years 
old, respectively. Two years before admission, she became pregnant with 
her third son, became agitated, and attempted unsuccessfully to interrupt the 
pregnancy. Two months before the baby was born, the patient’s mother died, 
and although her reaction was moderately severe she had an uneventful 
labor. When the baby was four months old she frequently left it in the 
apartment alone, taking her other children to the park and explaining that 
she was not strong enough to manage all the children. She also developed the 
habit of taking the children to the roof to spend half the day in the hot 
sun, while she frequently went to sleep there. Once her second son, about 
three years old, fell off the roof onto a fire escape receiving minor bruises. 
A little over a year before her admission to the hospital, she went through 
a second period of agitation because of another threatened pregnancy. About 
10 months before admission, she removed the blankets from her 11-month- 
old son, left him unrestrained in his crib, and retired to the toilet. In her 
absence the child climbed out, fell and sustained a fractured skull, from the 
results of which he died two days later. After this she developed a severe 
aversion for her husband, a dislike for her neighbors, and a desire to remain 
in the house all the time. She began drinking several pots of black coffee 
every day. About six months later, i. ¢., three months before admission, she 
left her oldest, five-year-old boy alone in a room with an open window. He 
fell five stories to the ground sustaining several fractures, from which he 
recovered after two months in the hospital. When she returned to find him 
gone, she asked the neighbors: “Did anybody take my boy to the roof? 
Did anybody drop my boy?” When he was carried into the apartment, she 
poured water on him and said that he was all right and that she would cure 
him. She resented the approach of the doctor. During the time when the 


*I am indebted to Dr. I. J. Furman, Superintendent, and to Dr. W. J. 
Spring, of Manhattan State Hospital, for the communication of this case. 
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outcome was doubtful she did not cry. She soon became abstracted, slovenly, 
and rather antagonistic to people, and despite the complete recovery of her 
son she expressed the fear that he might be dead. When asked why she drank 
so much coffee, she answered: “I merd and I got save my merd.” 


This last statement is very revealing. ‘“ Merd”’ is the distorted 
French and Italian vulgarism for feces. Apparently the patient 
lived out a coprophagic phantasy by means of excessive drinking 
of black coffee. It was Abraham who first pointed out the connec- 
tion between the many unconscious coprophagic phantasies of his 
depressed cases and their sadistic murder phantasies. He reminded 
us of an old ritual among primitive people who, following a funeral, 
gorge themselves with the flesh of the totem animal of the dead 
person. It appears that this ritual is a symbolic undoing of the 
reality of death, as though by means of oral incorporation of the 
flesh of the totem of the dead person, the latter were revived within 
them. Abraham, on the basis of his analyses, propounded the theory 
that our unconscious indulges in the same archaic ritual by means 
of unconscious regressive symbolic phantasies. Defecation acquires, 
to the unconscious, the meaning of murder (cf., the violent denial 
of defecation by severely depressed people) and coprophagic phan- 
tasies, or equivalent symbolic acts, acquire the value of undoing 
the murder (oral incorporation). The woman just cited stated this 
fact with singular bluntness and thus betrayed, or rather corrobo- 
rated, her unconscious murder wishes. Our knowledge of her his- 
tory is too insufficient to permit of a clear-cut view of the psycho- 
dynamics of her illness, but the fact that her hostility towards her 
children reached the point of murder wishes, is, it seems, rather 
clear. She betrayed it in her exclamation: “ Did anybody take my 
boy to the roof? Did anybody drop my boy?” She never dared to 
face her unconscious drive, hence she attempted to commit her 
murders in a rather oblique manner; 7. e., by means of criminal 
neglect. However, once the crime was committed she began to do 
psychotic penance by excessive drinking of black coffee. It is of 
interest to add that of three depressive cases analyzed by the 
writer in Bloomingdale Hospital, all showed the regression to the 
anal-sadistic level, and all brought to the surface a number of co- 
prophagic phantasies which were intimately associated with uncon- 
scious murder impulses. Two of these cases were mothers and 
their murder impulses were directed against their children. 
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VI. 

The study of 37 post-partum depressive reactions, ot which two 
underwent a psychoanalysis of many months, left the writer with 
the definite impression that the murderous hostility against her 
child presents the nodal point of the mother’s depressive reaction. 
This hostility is to a great extent unconscious, but it breaks through 
into consciousness quite invariably in the form of fear lest some- 
thing happen to the child, that the child might die, that it is dan- 
gerously neglected, or that it is not normal, etc. We must remem- 
ber that every psychological phenomenon is overdetermined, 1. ¢., 
it is caused by a number of factors and never has only one definite 
conscious or unconscious meaning; it is usually pluralistic in this 
respect, that is, it has as many meanings as it has determinants 
causing its appearance in the form of trend, phantasy, symptom or 
affective state. Hence, we cannot expect to find any one definite 
cause for the mother’s hostility towards her children and we shall 
be able to understand it only if we take into consideration the mul- 
tiplicity of factors which have been causative. As has been sug- 
gested, the woman who, for some reason, wants to deny her 
motherhood finds herself in a much more difficult psychological 
situation than the man who wishes to deny his fatherhood. The 
man can escape into a paranoid trend, deny that he is the father of 
his children, and thus shift the responsibility for parenthood onto 
the shoulders of an imaginary lover of his wife. The woman, 
however, is prevented physiologically from denying the fact that 
the child is hers. The maximum flight from reality which she can 
achieve is to deny that she has even been married and so insist that 
she is still a virgin, but even then it is impossible for her to deny 
the existence of her child, and hence we not infrequently find the 
trend in some young schizophrenic women that the child has been 
conceived immaculately. It is therefore quite natural to expect that 
the pathological wish (conscious or unconscious) to get rid of the 
child whenever present must be greater in women than in men, 
even if all other determinants were equally active in both sexes. 
Common psychiatric experience corroborates this conjecture rather 
clearly: depressed fathers are seldom guilty of infanticide. In our 
clinical material, we were able to observe in men death wishes di- 
rected against their children which never went beyond simple death 
wishes, as in the case of the suicidal physician cited above, while 
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almost every woman had active phantasies or impulses of destruc- 
tion centered around her children. 


How complex the psychogenesis of these impulses is may be 
inferred from the following case: 


A woman of 37 had suffered from panicky depressive states for over 
nine years. The onset of these depressions coincided with the birth of the 
last of her three sons. Demands of discretion (the patient’s psychoanalysis 
is of too recent date) do not permit of a detailed report of this case. Only 
the most essential facts will be mentioned. She was married to a man about 
15 years her senior and when talking about her husband would frequently 
make a slip of the tongue and instead of his name would say the word 
“father.” She was frigid. Her husband was a man of moderate potency, 
yet she frequently suspected him of low sexual potency and at times even 
thought him to be impotent. She was greatly attached to her older son, 16 
years old at the time of the patient’s admission, and at times she had con- 
scious erotic phantasies about him. She was rather indifferent to her second 
son and definitely hostile to her youngest. Characteristically enough, she 
would always associate this son with her brother, who was about 12 years 
her junior. It is on this brother that she concentrated most of her animosity 
and aggressiveness. As the analysis went on, it became clear that she was 
at one time deeply attached to her father who has been dead for some years, 
but she also harbored against him hostile feelings, particularly those of 
jealousy. She hated her mother, who, ever since she could remember, had 
been a neurotic person displaying compulsive and hysterical character traits 
throughout her life. The patient, a rather sophisticated and outwardly a free 
and even radical thinker on matters concerning sex, found herself to be quite 
inhibited in actuality. She was torn between her attachment to her husband 
and her half-conscious hatred of him; between an incestuous attachment to 
her youngest son and the strong “ meanness” she felt towards him; between 
a consciousness of duty towards her older son and her moral scrupples. 
Hence, a depression with self-accusatory trends and occasional suicidal 
impulses. 


It is regrettable that, for the reason above stated, it is at present 
impossible to go into more details of the patient’s life history, par- 
ticularly those of her childhood. However, such material as has 
just been reported is very instructive. If we recall the general psy- 
chosexual development of a woman, a good outline of which is pre- 
sented by Helene Deutsch in her “ Die Weibliche Sexualfunction,” 
we shall have no difficulty in discerning that this patient “ solved ” 
her CEdipus situation in the following manner: She retained her 
infantile dislike for her mother which was apparently so great that 
the patient was never able to ease her conscience about it. Hence, 
when adulthood came, she identified herself with her mother in a 
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particular manner; having married an older man (a transparent 
father substitute) she felt guilty for this rather conspicuous emu- 
lation of the mother so that when she became depressed, she de- 
veloped a number of neurotic symptoms almost identically those 
from which her mother had suffered when the patient was a young 
girl. In other words, she punished herself for this mother identi- 
fication, which was a hostile identification, by taking over mother’s 
pains and afflictions. This is rather a common mechanism in cases 
of this kind. The patient’s dreams, phantasies, and memories also 
betrayed a very strong wish to be a man and a great hostility against 
men, whose masculinity she envied. Originally this hostility was 
directed against her own father, and was later displaced onto her 
brother whom she considered an effeminate good-for-nothing, a 
man without backbone or initiative, etc. It was quite clear that 
she envied his being a man and by way of revengeful phantasies 
did her best to emasculate him. She did approximately the same 
thing when she unjustly accused her husband of being old and im- 
potent. This strong castrative drive in a woman almost always 
presents a marked hindrance to successful motherhood. Our pa- 
tient found herself to be a poor, hectic, anxious and rather dis- 
orderly mother, although outwardly she appeared to be well ad- 
justed for a time. When she displaced all her hostility against men 
on her youngest son she became depressed. This interesting pre- 
cipitating cause for her illness is not an unusual one. As has been 
pointed out, in the unconscious of the woman the child plays many 
roles, among others it is an expression of the husband’s (father’s) 
virility, and as a matter of fact, patients frequently equate child 
with penis in their dreams. Hence the woman who harbors strong 
castrative wishes naturally hurls her castrative hostility onto the 
child, particularly when it happens to be a boy. In this case the 
child was born at a time when the patient’s animosity towards her 
husband was particularly great and she naturally turned at once 
against the boy, as an expression of her husband’s persistent viril- 
ity. The reason why she identified this boy affectively with her 
brother is not difficult to find: at first she rebelled against the viril- 
ity of her father ; this rebellion she displaced onto her brother, who 
was an expression of it and on the other hand her attitude towards 
her husband was also that which she felt towards her father, and 
therefore her hatred of her last son came from the very same 
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sources as the hatred of her brother. Consequently the two images— 
son-brother—became affectively fused. Her positive loving emo- 
tions, she concealed in her incestuous attachment to her oldest son. 
This love naturally could not be brought to full expression, so that 
there arose a sense of guilt which, together with the hatred of the 
youngest son, led the woman into a depression. We shall recall in 
this connection that Italian woman whose aversion for her hus- 
band became extremely intense when the 11-month-old boy died 
(he had actually been killed by neglect). Since the child stood for 
the living expression of the husband’s virility (penis), she wanted 
to destroy it. Having destroyed it, she symbolically and rather 
dramatically castrated her husband. Such women have nothing but 
hate for masculine men and nothing but contempt for effeminate 
ones. This brings out one of the most outstanding characteristics 
of postpartum or motherhood depressive reactions. Unlike the 
postpartum schizophrenias, their drive to masculinity is not as 
strong, and they appear to be caught midway between a complete 
acceptance of their femininity and complete masculine assertion 
(homosexuality). Hence, they are, as a rule, only partially or 
transitorily frigid; they are strongly ambivalent in their attitude 
towards their marital partners, towards their children, and there- 
fore towards themselves. They vacillate constantly between love 
and hate and between submissiveness and aggressiveness. This phe- 
nomenon is rather well illustrated by another analytical case: 


A woman of 35 was the only child of her father. She had two older 
brothers and a sister born from the first marriage of her mother. Her 
father wanted no other children. She was his favorite and pal, he confided in 
her, and, as she grew up, he instructed her how to manage his business. He 
died when the patient was a grown-up married woman and left her all his 
fortune. She thus became the head of the family without whose control or 
supervision no money could be spent. How deeply this patient identified 
herself with her father, i. e., how strong her masculine ideal was, thus inter- 
fering with her normal feminine psychology, can be judged by the follow- 
ing: She was at first frigid in her marital relations. One day she was struck 
by the thought that she would turn on her face and move up and down like 
a man. As she did this (alone) she had a spontaneous orgasm for the first 
time. Thereafter, she practiced this form of masturbation and began to 
develop an increasing sense of guilt. Later she began to have occasional 
natural orgasms in coitus but her sense of guilt increased and the animosity 
towards her husband came to the fore. She had one girl, who was an asth- 
matic child. The patient pitied her and always hoped for her death. The 
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weakness of the child and the fact that she was a girl seemed somewhat to 
attenuate her unconscious aggression against the child. When about six 
years later she became accidentally pregnant and gave birth to another baby, 
she developed a suicidal depression in which she thought that the baby should 
not have been born because it had a bad heredity ; she, the mother, was wicked 
and hopelessly sick and must have transmitted these things to the child, etc. 
Characteristically enough, she became rather stingy and very careful lest her 
father’s fortune be squandered, although in reality nothing threatened it. 
At the same time, although she gave her husband the power of attorney, 
her animosity against him became more prominent. The chief sign of her 
wickedness and hopeless sickness was, according to her, the particular mode 
of masturbation in which she had indulged for a time after marriage. 

This case is somewhat complicated by the fact that both children 
were girls. We shall, however, omit the special consideration of 
this complication in order to avoid confusing the main issue. The 
unfortunate circumstance about this woman was her particular re- 
lationship to her father and the absence of other children. Early 
in her life she was attached to her father in the usual normal fash- 
ion, but her life ideal, the unconscious pattern of her ego, was to 
be like him. She liked her mother, but the latter was too soon elimi- 
nated from her life as an emotional factor and competitor. Hence 
the girl gradually created for herself a masculine ideal which was 
superimposed on her earlier feminine attitude towards her father. 
To become a man meant to her to become like her father, possess 
his business ability, his virility, and his fortune, of which she finally 
became the sole inheritor. On the other hand, to become, or to 
remain, a woman, meant to her unconscious to materialize her un- 
conscious CEdipus phantasies. This she was naturally unable to do 
because of a severe sense of guilt connected with incest. These 
diametrically opposed, and equally potent, unconscious trends, made 
it difficult for her to adjust to married life and particularly to 
motherhood. Therefore, as soon as she was married, she began to 
show signs of sexual inhibition (sense of guilt) which made her 
temporarily frigid. Later she escaped into a phantasy of mascu- 
linity as betrayed by her particular method of masturbation. That 
the phantasy in this case was that of possessing a penis is further 
proven by the following detail: The patient soon discovered that 
it was difficult, and at times even impossible, for her to have an 
orgasm unless she inserted a tube or a small bottle into her vagina 
which was allowed to remain inside, while she, lying on her face, 
would produce an orgasm only by means of up and down move- 
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ments of her pelvis. Apparently the very awareness that she had 
feminine genitalia interfered with her phantasy, so she put in a 
symbolic penis and then could enjoy a sort of auto-coitus by play- 
ing the role of a man. The patient gave ample evidence that hos- 
tile affective streams were connected with her masturbation, but 
the deeper sources of them have not yet come to light. What inter- 
ests us at present is not the deeper infantile roots, but the fact 
that her hostility directed against men gave her a sense of guilt and 
contributed to the depression. Thus the psychological constella- 
tions of incest and hostility, the prime movers of depressive reac- 
tions to parenthood, stood out clearly as the determining factors of 
the patient’s conflict. It should again be emphasized that the over- 
determined character of psychological reactions must be borne in 
mind. Not all the determinants are of equal prominence and im- 
portance in every case. Thus, at times, the hostility against the 
husband is retained in the psychosis in a more definite way and 
therefore the unconscious hostility against the child assumes a 
lesser prominence in the ideational content. This usually happens 
in those cases whose masculine identification (homosexuality) is 
more complete. If it is too complete, we then deal with persistent 
frigidity, total refusal to play a feminine role, comparative absence 
of a sense of guilt, and the psychotic reaction of schizophrenia. 
If, however, the masculine identification, strong though it may be, 
is only partial the reaction is more of a depressive nature, albeit it 
might have a definite schizoid tinge. Such women usually present 
an apparently childish mother attachment as demonstrated by the 
following case: 


A woman of 31, she had always been “mamma’s baby.” As a child, the 
second of four, she was never happy unless she was with her mother, or at 
least in the same room with her, and she cried when her mother was out of 
sight. After marriage, which took place at the age of 23, she was often 
homesick for her mother and would frequently go to spend a night or two 
with her. She began to menstruate rather late—at 17—but this seemed to 
be a normal trait in the maternal line of the family, as her mother and mater- 
nal grandmother reached maturity at 19. As has been noted, she was married 
uneventfully at the age of 23, to a man 15 years her senior. It was a love 
match. Her husband was a high-strung and very irritable individual, re- 
minding one in this respect of the patient’s father. Two years after mar- 
riage, she gave birth to a boy, who was six years old at the time the patient 
was admitted to Bloomingdale Hospital. It was a very difficult instrumental 
labor. The five years intervening between her first and last pregnancy were 
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more or less uneventful. She suffered moderately from a sense of inferiority 
as her husband was more prominent socially than she and had a better edu- 
cation, which she resented. Too, her husband drank rather freely and the 
patient learned to smoke and drink occasionally. She had one abortion per- 
formed and became pregnant about a year and one-half before her admission. 
She soon began to show some concern about the fact that her doctor predicted 
that, unlike her first delivery in which instruments had to be used, this 
pregnancy would end in “ natural birth.” This worried her more and more. 
Two or three weeks before childbirth, she began to have brief but frequent 
periods of depression in which she thought of death; she was afraid to die. 
About eight months before admission, she was delivered uneventfully of a 
normal baby. Two weeks after childbirth, she dreamed that her husband had 
died, and remarked jokingly that “it would be a relief.” About two weeks 
following this dream, her husband fell acutely sick and died within a few 
days. She felt very guilty and accused herself of having neglected her hus- 
band and of having failed to secure for him prompt medical attention (not 
true). She also worried that she neglected her children. She was definitely 
in a state of anxious, mildly agitated depression, but was not hospitalized 
until about five months later. While in the hospital she dwelt mostly upon 
her supposed guilt for the death of her husband and upon some memories of 
her past, which “ for some reason” worried her and even caused her a great 
deal of anxiety ; she related that she used to love to stand in front of a mir- 
ror for hours and pose. A childhood memory came back to her spontaneously 
and became a source of tension and anxiety: she recalled as a child fre- 
quently waking up in the night and hearing her parents quarrel, which made 
her feel very anxious. This memory, and the feeling connected with it, never 
left her throughout her life. She also recalled that at about the age of 10 she 
used to develop “crushes” on women and would have a feeling of shame 
about it. One memory stood out in her mind with particular poignancy: 
one day as a little girl, she ripped the sawdust out of her doll and became 
very panicky. It was a memorable incident for her. In her depression, she 
thought of herself as living on a deserted island, isolated from the rest of the 
world. 


If one does not take into consideration the unconscious dynamic 
factors of this patient’s psychology, one would easily gain the im- 
pression that this woman had remained in a state of infantile de- 
pendence on her mother and hence failed to adjust to an adult level 
of existence. However, this assumption would be only partially 
justified. In reality, her attachment to her mother was both more 
complex and less genuine since it appears to have been not a love 
attachment but a relationship charged with anxiety, and for some 
reason she behaved as if she were afraid to let her mother out of 
her sight ever since childhood. At the same time, she developed 
to an apparently normal adulthood and married a man 15 years 
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her senior whose temperament showed a striking similarity to that 
of her father. One would naturally infer the existence of a strong 
father attachment which for some reason failed to come to the 
surface of consciousness. We might perhaps be able to find a satis- 
factory explanatory hypothesis for this phenomenon if we recall 
some fundamental facts of feminine psychosexual development. 
There are women * whose attachment to the father was originally 
normal, but unusually strong. They would have outgrown this 
(Edipus constellation quite normally, if their jealousy of their 
mothers or sisters had not reached too high a pitch. As a rule, they 
are not the favorite daughters, so that in addition to hating the 
mother, a great disappointment in the father takes place; as a rule, 
he pays little attention to the daughter, much less at any rate, than 
to the other women in the family. Thus a strong unconscious 
hatred superimposes itself on the original love. It is this hatred 
which becomes responsible for the many feminine castrative trends 
which we find in the psychoses and in the severer neuroses of 
women. They strike a kind of psychological impasse ; they hate the 
father whom they had loved for so long and fear the mother whom 
they had hated. A psychopathological compromise ensues; the 
woman identifies herself (unconsciously) with her father and be- 
gins to behave towards her mother, as her father did. To put it 
in other words, she unconsciously assumes a sadistic masculine 
role towards her mother and erotizes, as it were, this attitude. This 
is one of the characteristic mechanisms of female homosexuality. 
It is clear that in such cases there must be a great deal of uncon- 
scious hostility towards one’s homosexual partner. This hostility 
(towards the mother) being thickly veiled with erotic affect may 
appear in consciousness in the form of anxiety. Our patient is 
quite a satisfactory example of such “anxious love” for her 
mother. She had to have her in sight lest “ something happened ” 
to her. In the light of these considerations, the patient’s very early 
sadistic aggression against the doll which was combined with a 
subsequent panic, becomes more intelligible.t The same may be 


* The writer was fortunate in gaining first hand knowledge of the psy- 
chological mechanisms which follow as a result of rather deep psychoanaly- 
sis of several of such women. 

+t Apparently a homosexual aggression and a masochistic phantasy com- 
bined. The deeper affective constellations of this incident while of great 
psychological interest do not concern us here. 
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said of her tendency to develop “crushes” (at the age of 10). 
Per se, these “crushes” might be of no specific significance, of 
course, but the fact that the girl was always ashamed of them bears 
out the suspicion that the patient’s unconscious homosexuality was 
unusually strong. Moreover, her infantile impression of married 
life was that of a hostile relationship. Did she not always hear her 
parents quarrelling in the night, the father usually being the ag- 
gressor? Hence her partial identification with her mother was a 
mixture of hostility and passivity (a sado-masochistic one). This 
fact of psychological confusion was probably responsible for her 
fear of “ natural birth.” She did not want to be a natural woman, 
as if to be natural meant to her to be torn apart, to be ripped open 
like that doll, who made her so panicky when she was a little girl. 
The father being primarily responsible for this too masochistic 
image of motherhood, the patient’s hostility against him (against 
the husband) awoke with full force and she wished his death. This 
death wish must have been at its height at the time of childbirth 
and soon after. Hence in the dream in which her husband had 
died, she revealed this wish a bit too openly for the demands of 
her conscience, when she exclaimed jokingly, “ It would be a re- 
lief.” The actual death of her husband, while it was a great shock 
to her conscious personality, thus stands out only as a contributing 
factor to her psychosis rather than as a precipitating cause. The 
true precipitating cause was apparently the “ natural birth” and 
all its unconscious implications. 

As stated above, and as pointed out in the writer’s study of post- 
partum schizophrenias, in a case like this, one should expect a so- 
called “atypical” depression. As a matter of fact, the patient 
showed little, if any, psychomotor retardation, but a definite 
schizoid coloring of trend expressed by the idea, or the feeling, that 
she had been separated from the world and had been living on a 
deserted island. 


VI. 


It has already been pointed out that the trends found in the de- 
pressive reactions related to parenthood of men, show a rather 
definite uniformity ; this appears to be also present in similar cases 
in women. The difference between the various reactions of the 
two sexes was inferred from the somewhat theoretical considera- 
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tions of the differences found in the general course of their respec- 
tive psychosexual development and in the sociological factors in- 
volved. The clinical material seems in a general way to corroborate 
this hypothesis. On the whole, one might say that the trends in 
women center more definitely around the child than those in men, 
and that the formal picture of the depressive reactions in women 
show a greater variety of deviations than those in men. The formal 
picture in men has more frequently a paranoid coloring and the 
suicidal drive appears to be stronger, while the depressive reactions 
in women runs the whole gamut—from severe hysteroid or gen- 
eral psychoneurotic depressions to mild schizophrenias. It is rather 
striking to find almost all forms of transition from one formal 
clinical state to another. The problem which thus incidentally im- 
poses itself is that of the transmutability of these various classes 
of mental illnesses which we have become accustomed to consider 
as more or less fixed clinical entities. The problem requires a much 
more extensive study than this one and is beyond the scope of 
this communication. Yet one cannot entirely forego the consid- 
eration of the fact. It is, for instance, quite striking to find that 
apparently one and the same unconscious psychological constella- 
tion is capable of so many varieties of expression. Thus one woman 
would express her animosity against her husband quite frankly 
and would remain in a state of constant depressive agitation be- 
cause she is aware of her hostile feelings towards the children, 
while another would turn directly against her father, and her hos- 
tility towards the child would find its expression in stolid indiffer- 
ence or transparently hostile neglect. Another woman of 25, who 
became depressed eight days after childbirth, would disguise both 
types of hostility in a rather careful and complex manner: 


This woman, the oldest of four children, always depended on her parents 
and seemed unable to stand on her own feet. She would have continued her 
dependence, even financially, if her husband, out of pride, had not refused 
any financial assistance from his wife’s parents. As her depression set in 
she began to blame her mother for having kept her too dependent upon her 
(apparently a projection) and she also began to show some hostility towards 
her father. However, the unclear affective manner of her conflict never came 
out with any greater clarity; she merely worried that she would not be able 
to take care of the baby, and she would rather have it in the hands of a nurse 
and thus apparently rid herself of it. Her hostility towards her husband was 
also rather veiled; she was restless, unable to sleep, and would frequently 
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wake her husband, asking him to talk to her, as if she was afraid to see him 
asleep and as if she needed indirect emotional reassurances that he was still 
alive and able to talk. In the meantime, she would search among her hus- 
band’s belongings looking for a pistol. The usual phallic significance of the 
pistol in the light of this particular constellation of events and emotions can 
hardly be overlooked. The unconscious castrative impulse and the self-punish- 
ment impulse coming therefrom, thus came to an oblique but rather transpar- 
ent expression. Her identification with her father too expressed itself in a 
manner not quite clear but yet typical; throughout her illness, particularly 
when she was under obvious emotional stress, she would have difficulty in 
expressing herself and as a result would develop a typical stammer, which 
she herself considered similar to the one from which her father had suffered 
all his life. 

One may state that all depressions related to parenthood, par- 
ticularly those in women, are rather atypical phenomenologically. 
Hence we ought perhaps to speak of them as depressive reactions 
in general, rather than as psychoses belonging to any one of the 
definite clinical entities to which we have become accustomed in 
our Kraepelinian nosology. This brings us to another problem: 
If we leave out the formal diagnostic considerations, what is the 
best light in which these patients are to be viewed? The various 
considerations and interpretation of the cases as given above will, 
it is hoped, serve as a general answer to this question. Only a de- 
tailed study of the trends of these patients and a very careful in- 
vestigation of their early family relationships can throw any light 
on the psychogenesis and on the etiology of their reactions. As 
has been said at the beginning, these pages intend to do not more 
than to demonstrate the problem. It would appear quite definitely 
that both men and women, in their struggle for an adjustment or 
in their fight against a mal-adjustment, drift into parenthood only 
in order to develop a mental illness. Unfortunately these mal- 
adjustments become clear not infrequently only after a mental 
illness has developed. It seems, therefore, that purely psychiatric 
prevention of such illnesses is hardly ever or very seldom possible, 
and this remains a problem for the future, when preventive psy- 
chiatry will have gained a higher level of scientific systematization 
and a more extensive body of known facts with regard to the psy- 
chodynamics of human development. 

On the basis of our psychoanalytical material and experience, 
one is justified only in the assumption that severe as these mental 
illnesses may be, most of them are probably psychoanalytically 
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curable provided that the patient had not drifted too close to a 
schizophrenic psychosis. The great number of schizoid leanings 
and trends appear to be more a result of the specific nature of the 
psychosexual problem than of constitutional factors. Too, there 
is a class of depressions in which the problem and the psychological 
constellations are actually identical with those of the parenthood 
depressive reactions but with this difference, that in their flight 
from possible parenthood they had not succeeded in marrying be- 
fore their illness overtook them. Such cases are to be considered 
the most hopeful and most grateful. Thus: 


A girl of 30, who had been suffering from severe depressive states and 
inability to work for several years, finally made an almost successful attempt 
to commit suicide by gas. She was brought to Bloomingdale Hospital and 
after one year’s general management began an analysis (in the hospital). 
This girl, the younger of two children, was extremely attached to her father. 
Her mother had been dead for 17 years. Her hostility against the male was 
displaced onto her brother who was five years older, married, and the father 
of a child. The deeply seated, almost flamboyant animosity against her 
father was so thoroughly buried in her unconscious, and so overcompensated 
for, that no trace of it was found in the clinical picture of her illness or in 
her anamnesis. Yet she has been deeply disappointed by her father, for up 
to the time the girl was about eight years old, she slept in the room adjoin- 
ing the parental bedroom and she never forgave her otherwise very affec- 
tionate and loving father for the fact that he preferred her mother. During 
the day she would build up a phantasy that her father loved only her in order 
to learn at night that he actually loved her mother. She crowded all this out 
of her consciousness, but she never forgave him. She hoped to become a 
mother some day, but this wish was charged with so much hostility and so 
great a sense of guilt that she “never thought of it.” As a matter of fact, 
consciously she had only hatred and disgust at the thought of children, yet 
she consciously wanted to marry and occasionally permitted herself to think 
that she would want to have a child. When, one day, she thought that her 
father had flirted with another woman, she went to bed, cried “ without 
knowing why,” and woke up in the night with a severe attack of what was 
diagnosed as appendicitis and what proved after an operation to be neither 
appendicitis nor any other organic abdominal condition. Some time later, 
she took gas. Under analysis, she uncovered the unconscious phantasy of 
her attack of appendicitis; it was a phantasy of pregnancy and childbirth— 
through incest. 


This patient, as a result of a rather deep psychoanalysis, rid 
herself of many of her difficulties. The prognosis for a social and 
psychosexual adjustment is now excellent. One might say that 
she had a pre-marital parenthood depression while remaining a 
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virgin. This type of case offers the greatest hope in the matter of 
preventing the type of depressive reactions which have been con- 
sidered here. One is mindful, of course, of the fact that she was 
prevented from this type of reaction by having developed an ill- 
ness earlier than other women. However, the clinico-therapeutic 
inference from this case is valuable; to wit, depressions in younger 
people (men and women) should not be disposed of easily after 
their recovery from the attack, and their treatment must continue 
to the greatest possible depth if a proper marital adjustment is to 
be expected. It is doubtful whether they should be permitted to 
marry before such a treatment is completed. Both analytical cases 
referred to above showed signs of warning before they had mar- 
ried. One, at the age of 15 to 16, a psychoneurotic depression, and 
the other, prolonged depressive behavior in her late teens. These 
facts, however, were evidently overlooked as soon as they made 
an apparent recovery and they succumbed later at 35 and 28, 
respectively. 

One would wish to emphasize again that this brief study was 
concerned chiefly with the formulation of the problem and the 
demonstration of some of the most potent psychodynamic factors. 
Only a further and more detailed study of additional cases will 
enable us to arrive at more concrete and more practical results. In 
conclusion, the practical side of the method used should be men- 
tioned. Psychoanalytic study by means of actual analysis and not 
interpretation only, and actual psychoanalytical therapy of some 
of the cases which one chooses to study, seems to be the most prom- 
ising method of approach. The inferences suggested by the ma- 
jority of cases could thus be checked up by means of deeper analysis 
and, on the other hand, the psychoanalytical findings would enable 
us to understand more clearly the trends of those cases which, for 
one reason or another, are not treated by this method. The method 
used by the writer is the classical Freudian one and it would ap- 
pear that the cases under consideration are amenable and respon- 
sive to this method and require no deviations from the classical 
technique. 


THE MEASUREMENT OF THE PSYCHOTIC AGE. 


PRELIMINARY REPORT. 


By GEORGE E. GARDNER, 
McLean Hospital, Waverley, Mass. 


I. INTRODUCTION. 


Long before the advent of modern psychology, physicians deal- 
ing with the mentally ill suggested that the behavior of their 
patients seemed to them to approximate behavior found on lower 
developmental levels. They noted that much of this behavior was 
strikingly primitive and childlike, and that it indicated mental 
processes that the human adult had long since discarded. At the 
present time two points of view regarding these “ primitive ’’ mani- 
festations of the psychoses are fairly well established. 

The first is that the psychotic (at least that psychotic whom we 
term “ schizophrenic”) thinks and acts as did primitive man. 
There is the feeling that the patient’s sickness is such that it allows 
the individual to use only those ancient methods of expression that 
are wholly inadequate at a later stage, 1. ¢., at the adult human 
level, and hence the symptoms of the disease are explainable as 
primitive modes of behavior. 

A second point of view is that the patient regresses to some 
point in his early life perforce of a fixation of his sexual libido 
at that point and that the concomitant symptomatology is to be 
regarded as the manifestation of the sexual impulses alleged to 
exist at that point in the child’s early life. It is further held that 
inasmuch as the child in his mental development recapitulates the 
mental growth of his remote ancestors the thinking processes of 
the regressed psychotic would necessarily approximate those of 
primitive man. 

The object of the present preliminary report is to emphasize a 
correspondence which we note between the development of thoughts 
and behavior at various age levels in human infancy and the 
thought and behavior in the insanities of varying degrees of 
severity. 
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This correspondence, we feel, makes it possible and profitable 
to ascribe to each individual patient a measurable “ psychotic age.” 
The age levels in infancy which give us these psychotic ages extend 
from birth to 30 months and at the level of greatest correspon- 
dence between infant development and the various psychoses we 
have located our mental diseases. To each of these, or rather to 
the individual exhibiting the psychotic syndrome, we have given 
a “ psychotic age ” which is the age of the infant at that point of 
emotional and behavior development. 

The following scale showing this correspondence between in- 
fancy and the psychoses has been devised.* 


II. PSYCHOTIC AGE SCALE. 
DEVELOPMENT IN INFANCY. 
BIRTH TO 3 MONTHS. 


(1) Follows a light with the eyes (6 days); hearing becomes accurate 
(18 days) ; tears and sweat (1 month) ; lack of convergence and accommo- 
dation prevents “distance perception” hence is period of “near distance.” 
Sucking from breast or bottle the only method of nutrition; sleep 16 to 22 
hours ; wets and soils at will. 

(2) Constant sucking movements with mouth and frequent periods of 
“pleasure sucking” of fist, fingers, etc. Sounds made are cooings, laughs, 
yells, crying and joyous shouts. Child smiles. Period of “ self-imitation” 
of own movements and sounds resulting in repeated series of “circular reac- 
tions.” 

(3) No cognizance of “outer world” as differentiated from “self” is 
noted. “Attention” is manifested by fixed staring and immobility. Reacts 
to loud noises and light. 


“ 


PsycHotTic SYMPTOMS. 


Patient refuses to move or talk except with great urging. At times unin- 
telligible sounds are made. Saliva is allowed to drool from the mouth. 
There is frequent wetting and soiling. 

There is little or no evidence that the patient is in active contact or sym- 
pathy with anything or anybody beyond himself. There is an absence of 
delusions and hallucinations, save that patient complains of hearing loud 
noises, and that flashes of light and sparks appear before his eyes. 


*For copies of this scale address Research Department, McLean Hos- 
pital, Waverley, Mass. 
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Marked mouth symptoms exhibited such as protruding lips, sucking of 
fingers, spitting, clicking the tongue, teeth sucking, hclding saliva, pulling 
in of cheeks, etc. 


CORRESPONDING BEHAVIOR. 


. Absence of contact with others. 
. Motionless. 
. Continual wetting and soiling. 
. Drooling. 

. No use of, or any understanding of, words. 
age = 3 months. 
Diagnosis—Schizophrenia (simple type). 


wtb 


DEVELOPMENT IN INFANCY, 
3 MONTHS TO 6 MONTHS. 


(1) Holds head up; convergence and accommodation makes “ distance per- 
ception” possible for first time. 

(2) Sucking from breast or bottle only methods of nutrition; pleasure 
sucking continues plus sucking movements of mouth; voracious appetite ; 
voluntarily grasps objects and plays with them; imitation of the sounds 
and actions of others added to the self-imitation; solitary play begins; 
delights in tearing up bits of paper and in banging with any object that will 
make a noise. Sounds made are babbling, whimpering, repetition of monosyl- 
labics of same tone, annoyed scolding crys; unmistakable masturbatory acts 
accompanied by pleasure first noted at this period. 

(3) Imperfect differentiation between “self” and “outer world” noted. 
Occasional signs of knowing difference between ones who usually tend to 
his needs and others. Turns away and hides face from “ strangers” exhibit- 
ing fear of them, but snuggles up to people who feed and care for it. Makes 
wants known by repeated and insistent yells. 


Psycuotic SYMPTOMS. 


Patients refuse all attempts at contact. When spoken to they rarely speak 
but turn the head away, turn the back, close the eyes, cover the face with 
the hands. In short they are concerned only with an inner life. 

Auditory hallucinations are present. These are the voices of unnamed 
“people” and usually are unpleasant names and condemnation in single 
words for sexual perversions. There are visual hallucinations of unrecog- 
nized people, white-clad figures, dead people, angels, saints, half-human and 
half-beast forms. There are morbid bodily sensations such as itching, prick- 
ing with needles, a tearing in the head and back, burning in the stomach, pain 
in the teeth and jaws, ideas of pregnancy and of objects being in the body. 
There are frequently feelings of electricity. Patients are disorderly, negligent, 
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and dirty in habits of dress and eating. Aimless actions such as tearing up 
bits of paper, branches, doggerel. Bizarre grimacing and silly laughter. 
Mannerisms include peculiarities in walking and talking, oddities in routine 
of dressing or undressing; distortion of face; gestures accompanying shaking 
hands, eating, etc. 

Lack of sense of shame seen in the regardless exposure of body and mas- 
turbation. 

Auto-echolalia and auto-echopraxis. Stereotyped movements present such 
as waving hands, touching things, clearing throat, sucking movements with 
lips, and fanning fingers each done in a special rhythm. 


CORRESPONDING BEHAVIOR. 


. Auto-echopraxis. 

. Stereotypy. 

. Solitary play. 

Psychotic age = 6 months. 
Diagnosis.—Schizophrenia, hebephrenic type. 


1. Indifference to other people. 

2. Wetting and soiling. (Patient or child not confused or excited.) 
3. Grimacing. 

4. Mannerisms. 

5. Auto-echolalia. 

6 

7 

8 


DEVELOPMENT IN INFANCY. 


6 MONTHS TO I2 MONTHS. 


(1) Sits up; crawling (6 to 9 months) ; creeping (9 to 10 months) ; teeth- 
ing begins with two lower central incisors (7 to 9 months), four upper cen- 
tral incisors (8 to 10 months) and is marked by sore gums, transitory fevers, 
irritability, rage reactions, indisposition, motor restlessness and crying. At- 
tempts to establish bowel control begin with little success. No control of 
bladder till 11th or 12th month. 

(2) Weaning begins with first attempts to give fluids and semi-solids from 
cup or spoon. To this the child makes vehement protest—kicking, squirming, 
refusing to open mouth, spitting, blowing out food, etc. At intervals more 
violent reactions appear, such as long-continued screaming, stiffening of the 
body, refusing to swallow. In eating there is little relinquishing of sucking 
habits. 

Child delights in making noises with mouth such as smacking lips, bubbles, 
puffs, coughs, chucks, hisses, and chattering. Babble reaches ascendency at 
8 months; at 10 months is more speechlike. “ Echo-babble,” echolalia, echo- 
praxis and mimicry prominent. Destructive and noisy play with others first 
noted. Period of negativism in child’s actions. Usual forms are prolonged 
crying, with kicking and rolling movements, stiffening, clenching fists, etc., 
or immobility with rigidity in the neck muscles. 
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(3) Occasionally is seen evidences of feeling a personal interest in or tie 


to other people in this period. There is no sharing with others. Social play 
begins. 


PsycHotTic SYMPTOMS. 


Emotional dullness is broken with impulsive outbursts of violent rage with 
destruction of objects by smashing, biting, kicking and attacking people 
viciously with murderous intent. These periodic excitements are character- 
ized by sudden unintelligible screams, meaningless sounds, stereotyped move- 
ments. Patients whine, cry, groan, bite and bruise their lips, expose them- 
selves, box their ears, dash themselves headlong, are auto-mutilative (eyes, 
mouth, ears, genitals). 

Periodically a stuporous condition is noted in these patients. The eyes are 
usually closed with eyeballs rolled upwards or they are wide open, star- 
ing with dilated pupils. The face is as a mask, forehead wrinkled. They 
usually lie down, feign sleep and slip to the floor stiffly if stood up. They 
seem insensible or indifferent to painful stimuli such as cold, pin pricks, 
strained positions, etc. 

Waxy flexibility. 

Echolalia. 

Echopraxis. 


Circular reactions, i. e., the continuation of movements passively initiated. 


CoRRESPONDING BEHAVIOR. 


. Periodic rage reactions. 
. Rigid immobility. 
. Echolalia. 
. Echopraxis. 
. Unintelligible babbling. 
. Auto-mutilative acts. 
Psychotic age = 12 months. 
Diagnosis —(a) Schizophrenia, catatonic excitement. (b) Schizophrenia, 
catatonic stupor. 


WD 


DEVELOPMENT IN INFANCY. 
12 MONTHS TO 18 MONTHS. 


(1) Upright position assumed; walking perfected; teething continues with 
appearance of two lower lateral incisors and four anterior molars. Partial 
success in training of bowels; control of bladder established for daytime, 
occasional accidents; usually wetting at night. 

(2) Weaning extended; child usually made to relinquish sucking entirely 
at this time and must learn to chew semi-solids and solids. Tendency to 
recurrent demands for bottle or breast observed in most children Word 
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speech established; child understands and interprets a great number of words 
and actions of the parents that are not yet parts of his own behavior reper- 
toire and hence do not yet “belong” to him. Descriptive sound-words— 
“natural” words (onomatapoetic) are used. At this period words stand for 
whole sentences. 

Associations, comparisons and superficial generalizations are made and 
held to dogmatically. Contradiction of these by direct frontal attack avail 
nothing. Neologisms practiced with great glee. 

(3) The extension of speech habits (both in understanding and in using 
words) facilitates early social reactions, i. e¢., verbal “contacts.” ‘“ Emo- 
tional infection” is now seen, i. ¢., the child smiles at a smile and exhibits 
pain and fear when scolded. Defiance and negativism now expressed in 
words usually in a loud “ Yes!” “ No!” “ Will!” or “ Won't!” accompanied 
by physical action of obstinacy. Tendency to “ monopolize the stage” first 
seen. Resents attention or gifts to other children. Sharing food, toys and 
attention comes only after this period. First inflictions of actual punishment 
for misdeeds given by parents at this time usually centering around the 
child’s refusal of solid food or for wetting and soiling. Child exhibits antago- 
nism for, and defiance of, the parents in words and by hitting back; slapping 
and sulking are noted. Resents entire control of behavior by others. The 
child exploits words as means of control of others. 


Psycuotic SYMPTOMS, 


There is a distinct and marked reversal in emotional relationship, 7. e., those 
who were once loved by the patient are now hated by him because of sup- 
posed injuries and injustices. The patient hates his father or mother; his 
brother or sister who once loved him now plot his disgrace or death; his 
sweetheart persecutes him; his wife is unfaithful; his employer and those 
with whom he formerly associated in friendly fashion, now turn against him 
and seek to hinder his progress. In short those whom he loved because they 
in turn could give him love, advancement, success in life, etc., are now hated 
and feared. 

The patient says he is laughed at, scoffed, jeered by people on the streets; 
the clergyman’s sermons are aimed primarily at him; Jews, Masons, Reds, 
or Catholics or the government plot to get him out of the way. 

The patient is sometimes chosen of God to do some great task; he has a 
mission to perform; he must reform the world that people may live in 
accordance with a divine plan that has been revealed only to him. 

Auditory hallucinations are present. The voices are those of his persecu- 
tors or of God, the Saints, etc. Frequently the voices accuse the patient of 
homosexual perversions. 

Arbitrary and indifferent events, remarks, actions, etc., are interpreted by 
the patient as having especial significance for him. Sexual ideas are promi- 
nent. There is many times an aversion to or dislike for the opposite sex. 
Female patients allege they are raped; the institution is a brothel; the nurses 
are disguised as men. Patients complain that they are forced to commit per- 
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verted acts or that they are outraged in this way. The patient alleges that 
his whole life, his thoughts, and actions are controlled by other people. This 


control is many times carried out by electricity, electrical systems, hyp- 
notism, etc. 


CORRESPONDING BEHAVIOR. 


. Hatred of parents for punishment, injuries or deprivations. 
. Sulking. 
. Negativism. 
. Resentment of control of actions by others. 
. Attempts to control others by words. 

6. Neologisms. 

7. Misinterpretation of words and actions of others where they may have 
significance for the individual. 

8. Limited sociability. 

9. Egoism. 

Psychotic age = 15 months. 

Diagnosis.—Schizophrenia, paranoid type. 


DEVELOPMENT IN INFANCY. 
18 MONTHS TO 24 MONTHS. 


(1) Appearance of four canine teeth. 

(2) A firm belief in all propositions they can put in words. Words are 
magical in their ability to accomplish things. The notion of causality is not 
grasped and used correctly till 30 to 36 months. No qualification of dogmatic 
statements by “ perhaps,” “ maybe,” etc., till 29 months. Shame and remorse 
at punishment. 

(3) The child for the first time shows that he distinguishes himself from 
others, %. e., he now has a unified “ego.” When this is first indicated the 
child speaks of himself by name or in the third person. The use of the pro- 
noun “I” does not appear till three months later. 
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Psycuotic SYMPTOMS. 


Some patients exhibit the above-mentioned delusions of persecution, ideas 
of reference, sexual ideas, etc., that become elaborate and systematized but 
the patient has no hallucinations. 


CORRESPONDING BEHAVIOR. 


1. Dogmatism. 

2. Resentment of control. 

3. Fearful of injury by others. 

Psychotic age = 21 months. 
Diagnosis.—Paranoid and delusional states. 
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DEVELOPMENT IN INFANCY. 
24 MONTHS TO 30 MONTHS. 


(1) Teething continues with appearance of four back molars. Grinding 
as well as cutting food possible. Bottle entirely removed and solid foods 
substituted. Wetting and soiling during excitement of play and while sleeping. 

(2) Vocabulary consists almost entirely of interjections and nouns till 
18 months; marked disparity between intentions and executions. Period of 
insatiable curiosity. Indication that in a vague way they differentiate between 
reality and fantasy in play. 

Play largely destructive till 20 months; constructive play with blocks and 
sand begins at 28 months. Largely imitative. Plural ideation, i. ¢., one name 
stands for a whole class of objects, animals, etc. Simplest application of 
choice at 20 months. Delight in singing (largely rhythmical). Interpretation 
of pictures in terms of action. 

Criticism of defects in others begins at 29 months. 

Appearance of connectives between series of propositions at 30 months. 
Complete sentences at 36 months. 

Distractibility marked; great exuberance in play, racing about, throwing 
and breaking things with loud laughter. Sorrow and longing undifferentiated. 

(3) Sense of humor seen in reactions to surprises, tumbles, face-making, 
etc. Period of discipline in regard to wetting and soiling accompanied by 
physical punishments and verbal threats that increase in severity. Punish- 
ment of child by banishment frequently used for first time at this period. 
Shame and guilt feelings following punishment exhibited as is also the fright- 
ened anticipation of punishment for deeds it has learned are wrong. Ambi- 
valence in child’s feeling for other people (especially parents and loved ones) 
is marked—ranging from love, obedience and docility to extreme anger, 
defiance and hatred. Hatred and love first verbalized. 

Era for child is marked by periods of freedom, love and praise followed by 
restraint, deprivation and punishment. 


Psycnotic SyMPTOMS. 


A 


Excitement, motor and psychic; superficial snap judgments ; distractibility ; 
flight of ideas; expansive and grandiose ideas with extravagant behavior. 
Patient is hypercritical of others and of their environment. Patient is aggres- 
sive; there is a pressure of activity; a feeling of ease, exaltation, egotism, 
irritability and emotional variability that easily passes over into destruc- 
tive violence. Marked sadistic tendencies. 

Restraint of any sort resented; pressure and restraint of clothes impels 
them to tear them off. Movements are free, sweeping, graceful, rhythmical. 

Mood of exhilaration varying from laughter to violence. Facetiousness, 
play on words, personen verkenen. Decoration; smearing; insomnia; some- 
times confusion. There is increased sexual excitement with loss of sense of 
shame. 

Vulgarism, profanity. Inaccessibility to reason. 
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B. 


Motor and psychic retardation, indecision and narrowing in of mental hori- 
zon; feelings of inadequacy; all tasks are monumental. Crying, wringing of 
hands, pacing of floor, sighs, groans, dejected posture. Mood of gloom and 
despair with suicidal thoughts. Apprehensive of future. Patients are. self- 
accusatory and self-depreciatory ; chide themselves for a seeming loss of love 
of their relatives; all the sin of the world is due to their acts and thoughts; 
masturbation guilt; fear that they are killing their loved ones. At night 
their dreams are gruesome pictures of death, destruction, blood, etc. They 
have lost all their money and will die in the almshouse; they allege they are 
cutting and slashing people or that they themselves will be cut to pieces or 
burned; in short the worst punishment that can be devised is to be visited on 
them because of their boundless guilt. 


CORRESPONDING BEHAVIOR. 


. Pressure of activity. 

. Distractibility. 

Egotism. 

. Irritability. 

. Destructive tendencies. 

. Expansiveness. 

Exuberance. 

. Wetting and soiling during excitement. 

Marked ambivalence in feeling for loved ones—hatred or love being in the 
ascendency. Personification of inanimate objects and of lower animals such 
as birds, squirrels, ducks, horses, etc. (animism). 

1. Brooding. 

2. Intense shame. 

3. Docility. 

4. Fear of destroying things or harming people. 
5 
6 


. Indecision. 

. Apprehension of punishment. 

7. Wetting and soiling when possessed by great fear. 
Psychotic age = 30 months. 


Diagnosis.—Delirious and confusional mania. Delirious and confusional 
depression. 


III. DISCUSSION. 


In attributing to the various psychoses a definite age which cor- 
responds to a level of development in infancy, at least two gen- 
eral points of view regarding mental diseases seem to us to be 
emphasized : 

1. The psychoses when viewed as reactivated developmental 
ages of infancy do not seem to be disease entities after the man- 
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ner in which we generally use that phrase, but rather they appear 
as deficiencies or deviations in development—a development that 
normally would be an even and orderly progression. 

2. In the second place the correspondence of the psychotic symp- 
toms with the various levels in infancy in respect to such a large 
number and variety of mental processes and bits of overt behavior 
probably does not allow us to confine our attentions to the regres- 
sion of the sexual libido * alone. In interpreting the abnormality, 
additional reactivated processes of infancy can be recognized, in- 
terpreted and evaluated in our efforts to understand our patients. 
In short, a psychosis seems to be a reactivation of the processes 
normal to the total organism at some age level previous to 36 
months and the sexual libido can but be considered as a very 
important aspect of the organism at that level. 

If the correspondence between certain developmental levels in 
infancy is marked enough to permit the assumption that our 
patients are the victims of a reactivation of these levels, there are 
at least two important suppositions that may be entertained in re- 
spect to the fundamental or primary “ cause” and again in refer- 
ence to the precipitating factor or factors of the condition. We 
will consider these in turn: 

1. It can be held that this reactivation of infant levels is due 
to an innate defect. That is, we might consider our psychotics as 
being endowed with a defective sympathetic nervous system quite 
analogous to the defect of the feeble-minded which is held to be 
primarily a defect of the central nervous system. This deficiency 
in “ emotional ” development may make for the periodic re-estab- 
lishment of the levels of behavior which constitute our psychoses. 
In the psychotics we can consider the defect as a deficiency in that 
nervous system whose orderly development makes for a normal 
and adequate emotional life just as feeble-mindedness proper is 


*The discussion of psychoanalytic concepts herein attempted is based 
on a reading of the literature of psychoanalysis rather than upon an insight 
gained by a personal psychoanalysis and may therefore not be acceptable to 
psychoanalysts. However, inasmuch as the psychoanalytic school more than 
any other has stressed the importance of the phenomenon of regression in 
mental disease, I considered it only fair to mention their concepts in as 
unbiased a manner as a strictly intellectual consideration of their doctrines 
will allow. 
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due to a defect in that nervous system that (when normal) allows 
the facile acquisition of habits and learning. The analogy of de- 
fect can quite reasonably be carried beyond this point. There is 
in the emotional development and later adult life of the psychotics 
that seeming lack of “ plasticity ” that Dr. Fernald used to empha- 
size in theorizing about the intellectual life of the feeble-minded. 
Phases of development tend to be rigid and fixed in the respective 
disease pictures. 

Continuing the discussion from this point of view we note that 
just as there are grades of defect in development in the intellec- 
tual sphere ranging from idiocy to the high-grade moron levels 
and to the borderline defectives, so also in the field of the emo- 
tions we have defects of varying severity ranging from the rapidly 
deteriorating schizophrenia of simple type who cannot adjust ade- 
quately in the community at large to the manic-depressives, and 
psychopathic personalities who possibly through long continued 
training in respect to their emotional life will be able to carry on 
their affairs in life with a fair degree of success. The neurotics 
and borderline cases that seem to stand as the lesser emotional de- 
fectives we can re-educate and re-train emotionally by various psy- 
chotherapeutic procedures with such thoroughness and success as 
to be regarded in some quarters as “cures” for the difficulties 
which they present to us. 

Discarding the idea of an analogy with other types of defect 
and considering only the well-known physical stigmata of the psy- 
choses it is to be noted that they, in the main, group themselves 
about those processes with whose functioning the sympathetic ner- 
vous system is directly concerned. These are first of all the promi- 
nent glandular dysfunctions (thyroid, pituitary, sex glands, adre- 
nals, etc.) ; vaso-motor disturbances are prevalent and we are 
continually confronted in these people with a host of gastro-intes- 
tinal disturbances. The complexity and variation of these stigmata 
may indicate that here we are dealing with a generalized defect in 
the sympathetic nervous system itself. Finally it can be conve- 
niently argued that certain definite physical types (Kretschmer) are 
prone (if defective emotionally) to certain degrees of defect which 
later manifest themselves as the various psychoses. 
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2. A second possibility to account for the strength of the pri- 
mary establishment of levels to which the individual may return 
later in the psychosis is that ontogenetically there may have been 
an overemphasis (either overstimulation or deprivation-frustra- 
tion) of certain pleasurable bits of behavior, bodily functions, etc., 
in infancy. This overemphasis makes for a locus, a “ fixation 
point ” in the child’s libidinal (sexual) development and in later 
life there is the tendency of the adult to seek out again these 
sexual satisfactions (oral, anal, urethral) that it experienced when 
a baby. The psychotic picture, then, is said to exhibit in marked 
form (overtly or symbolically) the strivings for these perverse 
sexual satisfactions. 

Hence, though psychiatrists holding to this viewpoint, do not 
entirely reject the possibility of initial innate defect they would 
emphasize the ill effects of exogenous factors in the sexual de- 
velopment of the baby as being of great etiological significance in 
producing later psychoses or neuroses. Finally, as indicative of 
the lack of emphasis on an innate defect as being the causal factor 
in the psychoses there are in the literature case reports of psychot- 
ics whom they have cured by a psychotherapeutic technique. 

The principal theories concerning the precipitating factor or 
factors reactivating these age levels of infancy can be considered 
to be the following : 

1. An unknown toxic factor may through its effect “ remove ” 
the last formed (adult) mental processes and hence the organism 
can respond only with those earlier formed less affected (1. e., 
infant) processes. The effect of certain drugs, physical trauma, 
febrile conditions, etc., lends argument to this view. Again certain 
physiological crises arise (puberty, pregnancy, parturition, involu- 
tion)—or periodically the body may intoxicate itselfi—and these 
changes or the toxins involved may inhibit the higher cortical 
functions. This speculation, of course, does not necessarily exclude 
the possibility of an innate susceptibility to the deleterious effects 
of such toxins. 

2. It is considered by some psychiatrists that the precipitating 
factor is largely situational. Especially is this true of those psy- 
chiatrists who emphasize the regression of the libidinal (sexual) 
impulses of the adult to the oral, anal or urethral stages of develop- 
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ment as the cause of the various psychoses. Those who hold to 
this theory note that the individual is faced with a loss of love 
object or with a frustration in his attempts to satisfy the socially 
tabooed sex impulses (perverse oral or anal trends or incestuous 
wishes) that he has retained in a more or less repressed state from 
his sex life as a baby. When the individual is faced with these 
frustrations the cathecticized libido returns upon the ego with a 
consequent increase in primary narcissism and the patient has then 
regressed. That is, the individual faced with the alternatives of a 
sexual perversion or a mental disease chooses the psychosis and 
hence the symptoms that he subsequently exhibits may be inter- 
preted as being due to the perverted sex impulses. 

In summary it seems to the writer that we can best account for 
this reactivation of age levels of infancy in the psychoses by assum- 
ing that our patients were endowed by nature with a defective 
sympathetic nervous system that prevents a normal and orderly 
emotional development. Certain factors endogenous to the defec- 
tive organism seem to us to be the most likely reactivating agents 
precipitating the psychosis. 

However, with all of the above-mentioned possibilities in mind 
as regards etiology and precipitating factors we are continuing our 
investigations with a view: 

1. To determine what, if any, is the measurable relationship 
between the psychotic age of the individual patient and the prog- 
nosis, the duration of the attack, remissions and repetitions of 
attacks. 

2. To make a further and more detailed interpretation of the 
psychotic symptoms from the point of view of their correspon- 
dence to reactivated age levels of infancy. 

3. To correlate more closely the physical symptoms in the psy- 
choses with those of the earlier developmental levels. 


SOCIO-PSYCHIATRIC RESEARCH. 


Irs IMPLICATIONS FOR THE SCHIZOPHRENIA PROBLEM AND FOR 
MENTAL HyGIENE.* 


By HARRY STACK SULLIVAN, M.D., New York City 


We meet here in the capital of a country perhaps in the van- 
guard of a world-movement for the dissemination of information, 
to discuss problems the exact nature of which may or may not 
be comprehensible even to those who wish to communicate infor- 
mation to their audience. I am under an extraordinary handicap 
in the more-than-ordinarily handicapped business of psychiatric 
and mentally hygienic intercommunication, in that I can scarcely 
present to you in a brief paper various explanatory matter needed 
for a basic grasp of my hyphenated subject; viz., socio-psychiatric 
research. I am finding it difficult to compress the comments on the 
ineaning of this viewpoint into a moderate-sized book. I can 
scarcely expect of you, therefore, more than an optimistic sur- 
mise that I have at least the customary vague notion of that of 
which I am talking this morning—that I, in other words, am about 
to talk about something, of which I believe that I know something, 
and of which I feel that it is important for the assembled psychia- 
trists and mental-hygienists to have some information. 

To begin: the personality that is the immediate concern of our 
specialties, I conceive to be less unique and space-bound than may 
be your prejudice. The personality indicated by my name, now 
functioning more or less to some point from the rostrum, in the 
admitted purpose of furthering your acquaintance with a viewpoint 
called “ socio-psychiatric””—and in part functioning towards its 
ennoblement by your good-natured acquiescence in its allegedly 
exhibitionistic impulses, by your automatic submission to its for- 


* Presented in abstract at the eighty-sixth annual meeting of The Ameri- 
can Psychiatric Association, Washington, D. C., May 8, 1930. 

From the service of clinical research of the Sheppard and Enoch Pratt 
Hospital, Baltimore: a statement of some conclusions from the seven-year 
study of male schizophrenic patients of that institution, from which a begin- 
ning at a new type of institutional care was made. 
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tunate position granted by your Program Committee ; wondering 
betimes how much of its verbal content is lost on you by reason of 
its peculiarities of enunciation, of diction, of intonation—even by 
reason of its perhaps bizarre physical embodiment—I say, this 
personality “telling you” about the socio-psychiatric viewpoint is 
not conceived by me to be limited to the individual standing and 
talking here, but rather is primarily limited by the length, breadth, 
mental and physical thickness, number, interest, motivation, friendly 
and unfriendly feeling-tones, and so on and so forth of each one 
and every one of you in significant relation with me as auditor to 
my audiation. Secondarily, it is limited by factors significant in me, 
in this personality system, from a more or less illusory, hypotheti- 
cal, reading and thinking public to whom the printed “ record” of 
these verbal expressions will come as more or less meaningful 
provocations, and in whom there will grow up a complex of infor- 
mation and misinformation as to my alleged viewpoint, role in 
the psychiatry of schizophrenia, in the promotion, criticism, and 
curtailment of mentally hygienic performances, in the progress of 
human welfare, of Harry Stack Sullivan, of his friends, foes, and 
‘ so very far forth. In astonishing brief: the alleged biological con- 
sideration of the “ higher functions’ of the human individual as 
simple such, claimed to be psychobiology, is an absurdity. Psy- 
.chobiology, if it is anything but a body of intellectualized absurdi- 
ties and self-contradictory rationalizations, misnamed neurology 
or endocrinology, or various philosophizing with empty words, is 
a study of human persons in dynamic interrelation with other per- 
sons and with personal entities (culture, tradition, man-made insti- 
tutions, laws, beliefs, fashions, etc.). To isolate its individual sub- 
ject-matter, a personality, from a complex of interpersonal rela- 
tions involving most meaningfully other persons physically exte- 
rior to the subject-person, is preposterously beside the point and 
indicative of more perverted ingenuity than the speaker finds him- 
self possessing. In yet more violent brief: psychiatry, if it deals 
with anything, must deal with disordered living of subject-persons 
in and within their personal complexes. It is not an impossible 
study of an individual suffering mental disorder ; it is a study of 
disordered interpersonal relations nucleating more or less clearly 
in a particular person.* 


*For further light—if so be it—on this viewpoint, see my forthcoming 
Personal Psychopathology: The Pathology of Interpersonal Relations.” 
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Psychiatry, for the purpose of this presentation holds neither 
that the whole course of each human life is determined as to even 
its rough outlines of individuality by an arrangement of genes in 
the germinal chromosomes, nor that there is unlimited opportunity 
for each new individual for individuation. No more does it hold 
that the mental or psychobiological functioning of the person as 
actually occurring, represents purely the effects of environmental 
influences that have borne on an infinitely potential infant, than it 
holds that the most minute study of anything structural in the indi- 
vidual will ensue in a comprehensive understanding of actions taken 
by the subject-person. It does not, in other words, believe itself | 
to be either “ natural” or “ philosophical ” in the pseudo-sense of 
E. Kahn, or “ objective” or “ subjective” in the pseudo-sense of 
G. V. Hamilton. Psychiatry, for the present purpose, ts a largely 
intuitive art that some of its practitioners are striving to convert 
from this artistic, highly personal character to a body of interper- 
sonally valid verbal formulations, In other words, some psychia- 
trists are striving more or less optimistically, more or less intelli- 
gently, to find consensually valid factors that will prove to be of 
real moment in understanding our intuition of psychopathological 
situations—and living, generally—and in understanding our ubiqui- 
tous errors in both of these. The slant on this effort to which I 
wish to invite your attention is perhaps, even probably, novel. To 
me, it is no “ fact” that the “clinic has always been and always 
will be the foundation for psychiatry.” The intuiting—fantasy- 
ing—and subsequently thinking—formulating—mind is and will 
always be the “foundation” of everything consensually valid, 
everything scientific. This fundamental entity, this mind, can 
never effect its own apotheosis, be its verbal fog ever so dense, be 
its “logic” ever so shiftily propagandistic. No mind can exteri- 
orize itself for complaisant meditation about less transcendent 
minds, because the mental or psychobiological—even considered as 
a purely fictional scientific abstraction—has a meaningful existence 
only in interpersonal complexes, real or fancied. The clinical psy- 
chiatrist, and the mental hygienist, just so far as he is “ clinically ” 
detached from appreciating the interaction, the chiefly immeasure- 
able, imponderable interplay going on in and within the complex 
of physician-patient-and-others-relevant, so far is “ out of touch 
with reality,” and a source of delusional utterances and shabby 
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rationalizations, of fallacies of induction, and of ignoratio elenchi. 
His detachment cannot be more than a fancied detachment, his 
“observations ” and “ conclusions ” about date received in this “ de- 
tachment ” can be no more than fancies about his fancies. As we 
acquire from the first day in the cradle onward a body of popular 
fancies, our fancies about which are at least moderately popular, 
the “ detached ” observer has a reasonably large field for his enter- 
tainment—but is scarcely to be expected to cross its boundaries, 
and to create a novel fancy. To this extent, the “ detached ” ob- 
server of humanity is comfortable “in his mind”; and, I surmise, 
pleasantly “ objective” in his verbal formulations—he doesn’t 
“have” any “ funny ideas’; more accurately, he doesn’t become 
acquainted with any of his “ funny ideas”; they work themselves 
out in his sleep, in the “ nonsense” of his dreams! Query: why 
not a study of psychiatrists’ dreams? 

For the purpose of this discussion, the infant is born with a 
great many potentialities, most of which he will never have oppor- 
tunity to develop. Until he shall have become an adult, he is sub- 
ject to many changes in direction of the evolution of his person- 
ality—the dynamic realization of inborn tendencies as determined 
by experience—by processes occurring in his personal complex. 
There is probably a diminishing range of possibility for these 
changes from infancy onward. In other words, the longer one 
lives (towards adulthood), the less are the chances of a major re- 
direction of his personality. The very events of mental disorder, 
however, indicate that there continues to be a considerable range 
of possibility for personality change, well into the epoch of 
adolescence.* 

Just as our limited rather than unlimited equipment of special 
sensory receptors probably restricts our contact with the kinds of 
events actually progressing in subhuman reality, to such effect that 


* It may seem that adulthood is defined by me as that stage of personality 
growth which prohibits the occurrence of severe mental disorder. This is 
not the case. The theory of personality evolution includes no stage at which 
mental disorder is impossible. It holds, however, that even as late an event 
as the involutional psychosis occurs generally (if not, in fact, exclusively) 
in personalities protractedly adolescent in character. This is not merely a 
matter of definition ; there are many consensually valid data quite independent 
of my peculiar prejudice. The adolescent character of the pre-psychotic 
personality in schizophrenics does not seem difficult to demonstrate. 
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we are acquainted with but some of the processes of the Universe, 
so also a limitation doubtless arises from the hereditary factors 
as to the extent and direction of each individual’s possibility of 
individuation by experience. In other words, there are probably a 
great many different sorts of personality not only because there 
have been a great variety of organism-environment complexes in 
which these personalities were formed ; but also because there have 
been a variety of predetermined (hereditary, congenital, somato- 
logical) limitations as to evolutionary potentialities. That is, some 
are born with the possibilities for surpassing any previous human 
personality evolution, and others, many others, are not. Maybe, 
some are born with the possibility of evolving a schizophrenic dis- 
order, and some are not. I believe that the former, if such there 
be, greatly outnumber the actually schizophrenic.* Many indeed 
seem capable of schizophrenia, whatever, in the fullness of time, 
it may prove to be. 

This paradoxical discussion of widespread hereditary permissive 
organization towards an event on the real nature of which I can 
claim no illumination, perhaps requires a digression. Epistemo- 
logical disquisitions seem rather beside the point in a paper in- 
cluding practicing psychiatrists and, especially, mental hygienists 
as its objects. It may be taken for granted that no one can tell us 
about the ultimate nature of anything, or of reality as a whole. 
However, it may be asked by what perverted miscarriage of mind, 
a psychopathologist allegedly (and admittedly) somewhat versed 
in schizophrenia, comes to discuss something which he dismisses 
as only in the fulness of time to be grasped as a definable entity. 
Rather than have recourse to the hackneyed remark of, I believe, 
Poincaré, “If you know what ‘ mind’ is, let us talk about it; if 
not, let us talk about something else”; or yet to acquiesce in an 
oft repeated accusation that “ while, for some private conceit or 
as a pose you refuse to admit that you know what you are talking 
about, you know schizophrenia when you see it,” I shall seize 
this opportunity to propound what I trust will be a meaningful 


* See also “ Environmental Factors in Etiology and Course under Treat- 
ment of Schizophrenia”; Medical Journal & Record, New York, January 7, 
1931. That paper, and this study, are in a sense complementary, having been 
prepared synchronously—for a general medical and a specifically psychiatric 
audience, respectively. 
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dictum: If the locus of psychobiological events is in a nexus of 
persons and their relations, then, in new-found insight into this 
fact, we may very well be hesitant in using the old “ objective ” 
language and attempts at describing schizophrenia as a character- 
istic peculiarity of some particular fraudulently isolated patients. 
The road to knowledge of schizophrenia is now seen to lie in the 
formulation of the fundamental, differentiating characteristics of 
interpersonal complexes, the personal loci of which some depend- 
able few of us intuit to be schizophrenic. That something will come 
of this newly oriented attack is guaranteed by one fact, if not by 
many, viz., that there are some persons about whom several of us 
will agree in 
promise is much more clearly indicated, however, by a body of 
facts of my personal experience, the immediate basis of this paper. 
I refer to experience in dealing with young male patients by delib- 
erate and rather thoroughgoing modification of the personal social 
and cultural environment in and within which they continued their 
being during the earlier stages of hospitalization. 


diagnosing ” the phenomena as schizophrenic. Its 


/ Some ten years’ rather close contact with sufferers of schizo- 
phrenic disorders culminated in the firm conviction that not sick 
individuals but complex, peculiarly characterized situations were 

| | the subject-matter of research and therapy. About five years ago, 
| the problem seemed to be a matter of peculiar fitness of certain 

people for dealing with schizophrenic patients. The major conclu- 

| sion may be said to have been foreshadowed by my effort to dis- 
: cover the characteristics of this peculiarly useful personnel. These 
efforts gradually concentrated in a study of increasingly experi- 
mental interpersonal relations along various tentative lines (or 
categories) with this personnel directly and indirectly—through 
the mediation of the patient. Some few illuminating and many 
obscuring phenomena were observed. Finally, as I have said, some 
ten years from the start of my more exclusive preoccupation with 
schizophrenia, it dawned on me that in personal interaction—even 
though it occurs chiefly extraconsciously—there is a valid, even 
if a recondite, field for observation, classification, and induction. 
The tentative surmise that, in good personnel for dealing with 
schizophrenics, we were observing that similia similibus curantur, 
so that the successful personnel would, had they instead been schizo- 
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phrenic, have fallen in the group of patients with good prognosis, 
passed finally from the realm of amusing fantasy into that of 
meaningful reality. As soon as the emphasis in observation was 
moved from concrete characteristics of the person as an individual 
to the intuited characteristics of his interaction in some approxi- 
mately typical situations with me, I found that—with one painful 
exception—a remarkably valid classification became possible ; viz., 
personnel segregated into the probably successful, the doubtful, and 
the certainly unsuccessful. The painful exception appeared in the 
inclusion in the first of these divisions of certain cases of psycho- 
pathic personality, the carriers of which, however successful they 
might have been in some ideal situation, possessed no competence 
for adaptation in a complex group; that is, in a ward organization. 
When the statistical experience with this technique of sorting people 
had impressed me with the great excess over probability of the 
successes, I know that I had something worth formulating. As I 
look back on the past eighteen months, during which the attempt 
at formulating has been my chief occupation, I cannot but envy 
the pleasant state of the paranoid who “ sees it all.’”” Ghostly forms 
of unclear preembryonic ideas have risen on occasion into my 
strained awareness. Repeatedly, I have tried the sure—but very 
slow—method of interpersonal relations to strike from my sym- 
bolic-verbal equipment a fortunate clue. I have not yet any typo- 
logical categories, or any communicable intelligence on this matter 
of classifying persons by the phenomena of interaction, other than 
the age-old classification of the liked, the unliked, and the disliked. 
Those who stand near me in my work often respond coordinately 
with me in liking and disliking; there is a disconcertingly broad 
fringe of both groups into the indifferent or unliked group. Ex- 
perience demonstrates that psychiatrists not judged to be suited 
for interview work with schizophrenic patients, classify identical 
personnel in a decidely different fashion in these three hoary divi- 
sions. Experience also demonstrates that “really normal extra- 
verts, good 100 per cent people” do not place a majority of the 
successful personnel (for schizophrenics) under the “liked” 
rubric ; they sometimes invent a fourth division—the “ peculiar ”— 
for my chosen ones. Believe me most sincere in remarking, how- 
ever, that not all the “ peculiar ” people of my personal experience 
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have aptitude for the socio-psychiatric rehabilitation of schizo- 
phrenics; not even all the physicians whom unfriendly extraverts 
might thus classify. 

Howsoever come these “signs and wonders” of successfully 
guessing hospital personnel for the study and treatment of schizo- 
phrenia—to which I shall presently recur in urgent pleading; 
the procession of events leads to the establishment at Sheppard of 
a Special Receiving Service, in which it was proposed that a study 
be made of the therapeutic possibilities of carefully organized per- 
sonal environments.* It was thus possible to facilitate the apparent 
tendency of personalities to enter into group relationships, and to 
form syntheses of attendants and patients which were most valua- 
ble in promoting recovery of the patients. Once freed from the 
inconsequentiality of ordinary ward service, suitable personnel 
could gain rapidly in appreciating the significance of interpersonal 
interplay, and come to be effective in reorganizing the sick person- 


*A six (two 3-bed, intercommunicating) bed ward was used, physically 
approximating a detachment from all but the occupational and recreational 
services, and in part from these. In particular, the nursing care was indepen- 
dent. The hydrotherapy and physiotherapy was effectively independent. The 
administration supervision and patient-doctor contacts were segregated and 
entirely supervised. Specifically, by eliminating supervision of the Nursing 
Service, of those never-enough-to-be-admired miracles whose life is so glar- 
ingly illuminated by the professional ideal, often shining the more bril- 
liantly—and casting the more perfect and Stygian shadows—because it is 
without any competing ideal, I was able to grow in the sub-professional per- 
sonnel a lush crop of self-respect from good accomplished with the patient. 
The modern nurse is usually so well trained in (a) The Ethics of Nursing— 
including a tacit “my Profession, right or wrong; but always my Profes- 
sion”—and (b...n) all sorts of valuable words, phrases, conceptions of 
diseases and treatments—especially for distributing blame—, techniques and 
crafts, that her aptitude for integration into the complex uncertainties of 
the mental hospital milieu is vestigial, and only by a personal personality 
upheaval is she apt to come again to that intuitive grasp of personal totalities 
that was once her property in common with all preadolescents. 

The graduate of our medical schools, for somewhat different reasons, is 
so detached from a “ natural” grasp on personality that it usually takes him 
from 12 to 18 months residence on the staff of an active mental hospital to 
crack his crust to such effect that he begins to learn “ what it is all about.” 


The graduate nurse, however, harassed as she is by upstart internes, ineffi- 
cient physicians, utterly unmoral male personnel, etc., etc., seems usu- 
ally too preoccupied ever to make this beginning. 
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alities. Once energized by this growing insight, the personnel were 
motivated to personal approximation to a sanifying culture, rather 
than merely to “ catching on” to the shibboleths, so widely articu- 
lated—when Doctor is about—by the “ more successful” of the 
ordinary hospital personnel. Therepeutic notions were thus made 
effective, living, entities instead of formule obviously ineffective 
in the governance of their alleged disciples. Instead of spending 
most of my time in denaturing minor atrocities and stupidities of 
the patients’ life in the hospital, I could now devote myself to a 
coordinate cooperative effort that tended to endure, instead of to 
end on the threshold of my office.* The Institutional Care began 
to show brilliant promises, instead of continuing to promote my 
discouragement. The sentiments expressed in discussing Dr. A. A. 
Brill’s paper before the Atlanta session t—for which, passim, I 
was taken to task on the contrast of opportunity in the “ wealthy ” 
(sic) private hospital and those in the impoverished state hospi- 
tal—began a constructive growth. Where previously one might 
tend to tears at the probable outcome of schizophrenic patients 
admitted in the age group 15-25, one could now begin to hope for 
their early institutionalization. The theoretical expectancy of re- 
covery rate in inverse proportion to age of onset tended to realiza- 
tion. The mental hospital became a school for personality growth, 
rather than a custodian of personality failures. 

Before taking up the gloomy aspects of this venture, I wish to 
refer to one of the patients studied. We have had several schizo- 
phrenics in the age group fourteen to seventeen, and among them 
was one in particular whom I would unhesitatingly pronounce 
hebephrenic. His course in the hospital in a ward in which he was 
one of five patients, with five of the most satisfactory employees 
that I have ever been able to make contact with, was very unfor- 
tunate, attended by all the ominous symptoms that one associates 


* That a majority of this psychotherapeutically effective personnel evinced 
sustained interest in the betterment of their own personalities (even, in two 
cases, progressing to personal analyses) is perhaps the most impressive 
demonstration of success. To come to know one’s inadequacies and uncon- 
sciously motivated mistakes in dealing with others is perhaps the Jeast likely 
effect of mental hospital work, generally. 

t Am. Jour. Psychiatry, 1929, 9: 538-540. The paper was “ Schizophrenia 
and Psychotherapy.” 
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with the hebephrenic picture. After this had gone on for about 
seven weeks with uniform downward course, fairly obvious im- 
pending dissolution of the personality and regression to early child- 
hood interests, I for the second time saw the patient. I guessed 
at what might be among his problems and asked him if it had ever 
occurred to him that there were other people who had such prob- 
lems ; that in fact there were several in his immediate environment. 
He showed some feeble interest, and I elicited from him the infor- 
mation that one of the employees interested him at least feebly. 
I then told the employee that in spite of the extremely unsatis- 
factory behavior of this patient and his singular lack of any 
promising and encouraging signs, I wished he would undertake to 
establish some sort of intimate relation with the patient, would 
show him some attention and attempt to get over to him (this, by 
the way, was a fourteen-year-old boy) that he was really fond of 
him and wanted to help him. I told the patient, on the other hand, 
that it did seem as if it would do him no harm to be interrupted in 
his very regressive behavior now and then to the extent of being 
fairly human to this employee. It came about within a few days 
that this employee and another one who had been apprised of the 
situation, said in the patient’s hearing things which referred paral- 
lels in their lives to some very unpleasant experience that the 
patient had had and remarked in passing that it was too bad that 
so many people who had that sort of experience didn’t seem able 
to think about anything else, and so never discovered that there 
was a much better way of handling things. I trust you will not 
consider me so naive as to suppose that this byplay in itself turned 
any tricks. I use this to illustrate how crude and simple things, 
set in the right context, and done by understanding people to 
known ends, may accomplish great results. For the patient ceased 
his downward course, forthwith, and went on to a “ social” re- 
covery. The progress of the social disintegration was arrested ; the 
growth of socialization was given impetus that carried him to the 
point of leaving the hospital with new enthusiasm for living. The 
initially poor prognosis was reversed. From probably the most 
unpromising of the patients I have undertaken in the past year 
and a half, he came to be as well as are many of those who have 
never entered a mental hospital. This result arose not by an analy- 
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sis of his difficulties in a cooperative physician-patient relationship, 
but by utilizing socio-psychiatric factors. That his personal insight 
was not greatly increased is obvious; that his social insight, as 
distinguished from insight into the roots of certain of his motives, 
was increased to an extent sufficient to abolish the schizophrenic 
situation is evident. 

The theoretic implications of this very distinction of social 
versus personal recovery might long since have turned the atten- 
tion of research personnel on the processes concerned.* A study 
of “social recoveries” in one of our large mental hospitals some 
years ago taught me that patients were often released from care 
because they had learned not to manifest symptoms to the environ- 
ing persons ; in other words, had integrated enough of the personal 
environment to realize the prejudice opposed to their delusions. 
It seemed almost as if they grew wise enough to be tolerant of the 
imbecility surrounding them, having finally discovered that it was 
stupidity and not malice. They could then secure satisfaction from 
contact with others, while discharging a part of their cravings by 
psychotic means. The path to social recovery—so often a neces- 
sary preliminary to thoroughgoing treatment—thus seemed to be 
along the line of really sympathetic environment ; perhaps the sim- 
plest way of indicating the thesis of this presentation. 

Thus, regardless of all the factors that go to make up the pic- 
ture of schizophrenia, regardless of the fact that thyroid deficiency 
is no asset to a person who has to live, and regardless of the bene- 
fits that will accrue to him if in some fashion we can overcome 
such deficiency, regardless of the fact that people who are hunch- 
backed have a very great handicap in establishing the kind of suc- 
cess, and particularly personal success, that they desire, regardless 
of everything except our common interchange with our fellows, 
there are in the course of schizophrenic illnesses—I can speak per- 
sonally for the acute and I have no reason to doubt that it is true 
of the chronic—a great body of favorable and unfavorable results 
which arise from and are definite sequents to the most common- 
place of all things, our ordinary contact with our fellows. Given 


* Presumably, the archaic conception of mental diseases and Kraepelinian 
preordination has had a good deal to do with arresting the clinical imagina- 
tion and curiosity. 
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an intelligent appreciation of the fact that the patient is very much 
in touch, as you all well know who have studied schizophrenics, 
given an appreciation that they are extremely sensitive and terribly 
unreasonable in their expectation from interpersonal relations, it 
would seem obvious that we must seek people who by their own 
past experience and personality organization are equally sensitive, 
put an equal value on the little details of life, if we are to elaborate 
anything even crudely approximating a situation of sympathy. Two 
people who know how severely one can be hurt by the other are 
apt to show consideration. An insensitive person living with a 
very sensitive one is not apt to learn consideration, be he ever so 
willing ; and certainly, the thin-skinned one is not apt to become 
inured to suffering, for the escape from injury by others is a 
matter not of habituation but of reorganization of personality. And 
personality reorganizations of the type making for approximation 
to mental health are not outcomes of hate, humiliation and the like, 
but of affection and intimacy. Given the correct situation, the 
“social” recovery goes far towards a “real” recovery, certainly 
includes much of a true reorganization of the disordered personality, 

Two formulations in the above may need definition, because 
words of common speech are used in a particular sense, because 
the total-situation viewpoint gives them implications that may have 
escaped attention. I refer to sympathetic personal environment, 
and to personality reorganization. The social recovery in the ordi- 
nary hospital situation is, as already expressed, a matter of realiz- 
ing the harmless stupidity of those who do not share the patients’ 
psychotic notions—this is its conscious formulation. Beneath this, 
there is a reorganization of integrative tendencies, such that it is 
no longer impossible to live with people thus divergent from the 
psychotic mode. A sympathetic environment, in the ordinary sense, 
is one in which there is no brutality but instead a more or less con- 
descending intellectual tolerance or a pleasant indifference based 
on unconscious sympathy of the personalities concerned. The sym- 
pathetic environment to which I refer is a group of persons, some 
“ psychotic,” some relatively “ sane,” in the latter of whom there 


is conscious formulation of community with the more disordered 
ones, and a deliberate rather than a good-naturedly unconscious, 
purpose to enter into the life of the patient to a beneficial goal ; 
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this by reason of the recognition of common motives, differentiated 
as to their manifestations by sole virtue of different experience. 
Put somewhat loosely, the truly sympathetic person lives with the 
schizophrenic on a primary basis of assisting in the growth by 
experience of a body of relatively undeveloped tendencies to inter- 
personal relations ; the situation is one of education, broadly con- 
ceived, not by verbal teaching but by communal experience—good 
tutoring. 

Personality reorganization in our special sense is expressed in 
the preceding paragraph. It is not an active interference from out- 
side, such, for example, as that of a mechanic who takes out worn 
parts of a machine and replaces them with new and perhaps more 
effective parts. It is a psychobiological procedure more in keeping 
with the behavior of a husbandman who removes from the organi- 
zation of a growing plant, mechanical, physico-chemical, and bio- 
logical obstacles, and by providing optimum circumstances, encour- 
ages a superior growth and fruition. In our sense, the superior 
growth and fruition of this plant is the analogue of personality 
reorganization. It is not pampering and petting into living—this 
does not produce good results with plants or animals. The index 
of the difference lies in the word, optimum. Useful personality 
reorganization is manifested as a broadening, a deepening, or both, 
of interest in inter-personal relations; not by dependence on a 
“strong” personality, the adoption of fantastic rituals, or the 
development of paranoid situations. 

To rise to the heights of prophecy, a recklessness that is scarcely 
to be pardoned, I surmise that the use of psychiatrically intelligent 
control of the personal environments of acutely schizophrenic indi- 
viduals will lead to a great increase in the institutional recovery 
rate. I know that this will be attended by a corresponding increase 
in the relapse rate, for our improving patients will be hurried out 
into bad situations before they have consolidated enough insight, 
enough personality reorganization, to survive the morbific personal 
environments to which they must return. When, however, the 
efficiency of socio-psychiatric treatment has been demonstrated, I 
surmise that we will be encouraged to develop convalescent camps 
and communities for those on their way to mental health. In a 
not too distant time, these socio-psychiatric communities may come 
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to be the great mental hygiene, with a great reduction in the inci- 
dence of major mental disorders, at least of the schizophrenic type. 

The path to this Golden Age of psychiatry will not be by way of 
but financially supported propaganda, or faith, or hope, or even 
charity. It will be by the sound practice of science ; that unremit- 
ting scrutiny of preconceptions and hypotheses that leads to ever- 
improving instruments and data. The apparatus of the study of 
man is man. Refining of instrumentality is refining of the research 
personnel itself. Until the processes of growth shall have sloughed 
off of each student of personality the ubiquitous superstition of 
the unique individual completeness of human beings, on which is 
based so many fundamental fictions of our church, our state, and 
our most intimate personal living, that student is almost blind 
to the very matter of socio-psychiatric research—interpersonal 
relations. 

A great step forward towards the inscrutable goals of human 
life comes with a new insight into the interrelation of the substra- 
tum that is ultimate reality. Great psychiatric advances must be 
expected from an effective investigation into interpersonal rela- 
tions. Just, however, as the contractor can build to the architect’s 
specifications without knowing anything of modern physical theory, 
so can the psychiatrist of today turn his eyes, his intuitional insight, 
into the as yet unformulated realities underlying interpersonal rela- 
tions, to the processes going on in the allegedly therapeutic situa- 
tions that he is called on to guide. If my thesis pertains at all to 
the truth towards which one may surmise that man takes his way, 
then certainly the superintending physicians of mental hospitals 
may well give attention to the control of the commonplaces of their 
patients’ lives; may well begin to use the knowledge at their dis- 
posal in the management of personalities, to common knowledge 
the primary factor in determining everyone’s measure of success 
and failure. Either you believe that mental disorders are acts of 
God, predestined, inexorably fixed, arising from a constitutional 
or some other irremediable substratum, the victims of which are 
to be helped through an innocuous life to a more or less euthanastic 
exit—perhaps contributing along the way as laboratory animals 
for the inquiries of medicine, pathology, constitution-study, or 
whatever—or you believe that mental disorder is largely preven- 
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table and somewhat remediable by control of psycho-sociological 
factors. In the first case, I have no message for you, being but 
deluded in believing that I have shown the possibility of pro- 
foundly modifying the processes called schizophrenic by the use 
of personality factors. In the other case, it must be evident that 
your subscription to a psycho-sociogenetic view entails inevitably 
a new scrutiny of your custodianship of the mentally ill, and the 
evolution of a program of study and technique-development in the 
utilization of the persons working under you. In this case, the 
delegation of nursing, physiotherapy, and every-day psychotherapy 
to the management of subalterns activated by archaic superstitions, 
destructive unconscious motives, and petty laissez faire, must 
rapidly become a thing of the past. 
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SOCIOPATHIC BEHAVIOR IN WOMEN. 
A Stupy or NINE CAsEs.* 
By G. E. PARTRIDGE, Pu. D. 


We have found reasons for regarding a class of deviated per- 
sons who have strong and persistent individualistic tendencies at 
variance with social demands, as sociopathic, and to be placed as 
a group among the major classes of mentally deviated persons. 
Sociopathic behavior or adjustment may appear in various forms 
or degrees of completeness or elaboration, and may be developed 
in the course of difficulties which are different from case to case, 
but which seem to present some common features as situations or 
personality developments. 

The present study is based upon data accumulated in the inves- 
tigation and treatment of nine women who came to the hospital, 
some of them ill in ways recognized by themselves, but all hav- 
ing displayed sociopathic behavior; and the aggregate of whose 
behavior in directions which may be considered in some way anti- 
social is considerable. The group may be said to have sociological 
interest on that account. These women are not criminals, but they 
are behavior problems, and all are sick in some way affecting their 
social adjustments. The study of their history and their mal- 
adjustments may throw some light upon sociopathic behavior of 
greater importance to the community. 

Since the asocial aspect of these cases is to be emphasized, it 
seems best to present them first in brief, displaying particularly 
the behavior problems, but giving some intimation of the place of 
the deviated behavior in the development of personality. This en- 
tails some distortion of the pictures, since there are other aspects 
of these histories; there is subjective disorder to be considered, 
and there are compensating virtues and social rectification of 
various kinds. 


* This paper is the fifth in a series of studies of “ psychopathic personali- 
ties” conducted by the Clinical Research Service of the Sheppard and Enoch 
Pratt Hospital, Baltimore. 
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CASES. 


Case I.—Married, age 33. The early history shows that there was over- 
activity, strong demand for affection, some aggressiveness and attention- 
seeking. To some extent she was recognized as a problem child; but little 
was known of the depth of her demand for attention and affection, the devel- 
oping sense of injustice, jealousy, the upbuilding of antagonistic attitudes 
towards the dominating mother and the sister, and particularly the dissatis- 
faction, her defensiveness towards the mother, and fear of her criticism, 
feelings of insecurity in social adjustments, and in the affections of the 
parents, the unhappiness and unrest, and the demand in her own mind for 
outstanding position: these did not show themselves strikingly in the early 
behavior. Marriage brought clearly to light her mal-adjustments and she 
began to express more distinctly and to develop further her incompatibilities 
and dissatisfaction. There was jealousy, accusation of injustice, urge for 
self-exploitation that led her away from domestic life, and some strong 
reaching out for love relations beyond the marital limitations. A somewhat 
indefinite advance into recognized mental illness intensified these behavior 
traits, but added nothing wholly new to the picture. 


Case II.—Married, age 27. The early history is not complete. At the 
present time she appears childish, dresses youthfully, has various ways of 
attracting attention. She is petulant, threatens to withdraw her love from 
her husband, has “ hysterical” attacks, screams, cries, has temper tantrums, 
swears, has had some “fainting” attacks, and has produced flourishing 
somatic reactions, especially nausea. She is dissatisfied and complaining, can- 
not find enough to please her, but has little initiative in arranging any sat- 
isfactory situations for herself. She has been unable to care for her child, 
who makes her nervous since she must worry lest he be hurt in the street. 
She spends much time criticizing her husband, whom she thinks dull, and 
she has daydreams in which she reconstructs him to suit her fancy. In the 
hospital she showed lack of insight into her own shortcomings, and was 
both unwilling to accept the hospital situation and disinclined to make much 
search for the roots of her difficulties so far as they were personal. She was 
defiant and resentful, babyish, variable in moods. She blamed others for 
her troubles, except that she thought of herself as not firm enough and 
allowing herself to be imposed upon. She denied questionable sexual activi- 
ties, but there is history of a charge against a man when she was 17, and 
that evidence was offered at the time to show that she was intimate with 
other men. It is also stated that she lived with her husband before marriage. 


Case III.—Single, age 29. Handicapped physically, and growing up in a 
family which is deeply affected with psychopathic traits, she began early to 
have social difficulties. She was never a happy child, and when very young 
was peevish and cranky and always wanted her mother. Her attitude towards 
her physical difficulty was one of rebellion and complaint of unfairness. She 
continued to advance along this warped line; particularly she felt bitterness 
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towards her mother who, she thought, favored the brother who was older. 
Notwithstanding her poor adjustments at home, she did well in school, was 
industrious and following graduation worked consecutively for several years ; 
and it was only recently that her behavior difficulties, which had been shown 
most distinctly at home, seriously interfered with her vocational adjust- 
ment. At home she was critical and intolerant, assumed an air of superiority, 
was antagonistic towards her mother, and there were temper tantrums. Her 
conduct was inconsistent: she was religious, attended communion regularly, 
and would come home and “storm and swear.” She was regarded as selfish 
and very untruthful, was extravagant and contracted many bills. In her work 
she became less well-adjusted, was sensitive, petulant, abusive and some- 
what paranoid in her attitude towards her closest friends. Finally she became 
involved by her extensive fabrications and by her indiscreet love affairs, and 
was sufficiently upset and depressed to warrant her coming to hospital. While 
under observation she revealed several habitual behavior deviations. She 
was exceedingly critical, blamed others severely, reacted with unpleasant 
behavior to slight rebuffs and in many relatively indifferent situations. There 
was much self-pity and hurt-pride reaction. She interpreted efforts to help 
her as interference with her business, and was inclined to misjudge the 
motives of others. There were depressive reactions and low moods of a few 
days’ duration, in which there appeared to be a large element of sulks, dis- 
gust with life and yielding to feelings that she was not loved. On the other 
hand, she was very susceptible to the stimulus of pleasure-yielding moments. 


Case IV.—Single, age 24. In this case there is a partial development of 
sociopathic phenomena in a young woman who finally fell ill mentally, hav- 
ing a great flood of erotic and sadistic compulsive thinking, with reactions 
of fear, somatic conversion-like symptoms, feelings of inferiority and antago- 
nism, and the tendency to withdraw to places of safety. She had grown up, 
as a member of a large family, with a strong feeling of disadvantage in her 
struggle to obtain her share of love, favors and attention. Her reactions of 
hate and protest were commensurate with her strong demand for affection. 
She became antagonistic to her mother, jealous of her sister, and of others 
in the family, and was unable to form any stable attachments. Her conduct 
warp took the form mainly of repudiation of the feminine obligations to 
domesticity, and attempts to act without the motivation of love. The family 
ideal was that of conventional life for the girl, but she preferred life such 
as her brothers had, and the feminine household life she evaded, less by open 
rebellion than by persistence. She was independent, and had to have her own 
way, but she was also considerate of others, and was conscious of buying 
affection by favors or conciliatory behavior. She was regarded by the family 
as selfish and cold-blooded. She developed an intellectualistic habit, was 
argumentative, critical, and was obstinate and challenging in her opinions. 
She was very aristocratic in her ideas, but she mixed poorly, and shifted away 
from attachments at her own social level, with feelings that she was not 
approved or liked there, but she did not tend at all towards delinquent con- 
duct. She succeeded brilliantly at school, but there, as at home, she was 
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resentful of authority. Illness developed at 17, and proved to be the begin- 
ning of a chronic course of psychoneurotic mal-adjustments. in which there 
is displayed, one might say, the ruins of her sociopathic formulations: there 
is stubbornness which is in part fear-motivated, defensiveness, sensitiveness 
to authority and criticism, and harshly hyper-critical attitudes; she blames 
others, is antagonistic towards some persons, argumentative and opinionated. 


CasE V.—Single, age 17. She was adopted during her second year into 
a home of wealth, and when she was three years old a male child, a little 
younger, was brought into the family. She seems never to have been entirely 
normal in behavior. She was a restless child, who never played quite natu- 
rally. She was dissatisfied with her toys, “just handled them,” instead of 
playing with them. She was overactive, but showed poor ability in play. She 
was indulged by the grandmother and by the father who apparently was 
indiscreet in his expressions of fondness for her, so that her position in the 
family has caused much stress. She quarrelled with the foster-brother and 
became antagonistic towards her mother. She seemed lacking in affection 
and expressed little of the expected gratitude for what was done for her. 
There was a growing independence of behavior, and at 13 a decided turn for 
the worse in her conduct, and she began to show inability to adapt in social 
and educational situations. She was more antagonistic, and was getting badly 
out of hand. She lost interest in school, seemed too much interested in mat- 
ters of sex, and acquired the habit of masturbation. She became more irre- 
sponsible and unruly and began to wander off alone and made acquaintances 
unconventionally. The four intervening years up to the time when she began 
to show illness were about as indicated: she was antagonistic towards 
the mother, swore at her, was intolerant, unreasonable and impulsive. Once 
she took up a pistol and threatened to shoot her mother. During the past year 
her conduct has been more erratic. She continued in her disapproved social 
habits, there was some drinking and she told her mother of indiscretions with 
men. During the summer she was “ just dashing around.” Then she became 
ill, with some schizophrenic-like manifestations. In the hospital, she seemed 
undeveloped in her interests and in general childish in reactions. She was 
emotional, erratic and unstable, would go into passionate states at times when 
denied, was dissatisfied and restless, but showed no capacity for deep or long 
continued antagonism. She was exhibitionistic in her attitudes and sought 
attention, especially from men, and seemed thoughtless and indiscreet, and 
unable to control behavior in her own interest. She seemed to have little 
interest in seriously exploring her difficulties. 


Case VI.—Single, age 27. In this case there is incompatibility with many 
people, attention-seeking, invalid development and a sexual life at variance 
with the standards of the family. The home was bad, since the father drank, 
the mother was dominating, there were criticizing aunts, and her brothers 
shut her out of their life and she was lonely. She was a child who demanded 
much, and as early as 12 had begun to show reactions of invalidism. She 
expressed both fear and anger, had melancholy thoughts that no one liked 
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her, and was fiercely jealous of her mother’s attention to other children. 
She states that she seemed to have a terrible hate when she was jealous, and 
she always hated people who were over her, such as teachers. She played 
little with other children, but liked to wear boys’ clothes and play boys’ 
games. Although she has high intelligence, she did not do well in most of her 
school years. Her adult character traits and her illness seem to be expan- 
sions of what has already been described. Invalidism and dependence in- 
creased, she could work only fitfully, and her fears and hatred grew. Her 
mind was filled with crimination, protest and criticism. She developed ways 
of rationalizing which threw blame for her invalidism and her conduct in 
general upon others: upon her father’s behavior, the mother’s domineering 
and the neglect and lack of understanding on the part of the family. She 
came to think of herself as one who, although having high ambitions, had 
been thwarted and belittled by a family that failed to understand and to help. 
Her illness and her treatment she made responsible, in her mind, when some 
time after 20, she began to seek company of questionable standing and for 
several sexual affiliations of none too high grade. She was irritable, high- 
tempered, and came to have strong hatred for some of her relatives. She 
is dependent upon her mother and attached to her, but at times expresses 
hatred for her. Her illness seems mainly an intensification of sociopathic 
adjustments. There were spells in which she felt wild, screamed, had urges 
to destructive acts, especially had powerful compulsive thoughts about doing 
harm to people. She was nervous, had fears in the dark, and a sense of 
impending attack. In the hospital these symptoms were modified somewhat, 
but she continued to have spells of violent anger, was very sensitive, jealous 
of other patients, wished to have everything that others had, thought phy- 
sicians neglected her. She complained of weakness and unhappiness, and of 
her sensitiveness, and was very observant of changes in her moods and in her 
appearance. 


Case VII.—Single, age 17. As early as four the child was defensive 
towards the mother, and felt especially that sex plays and masturbation that 
she had learned were things to be kept from the mother’s knowledge. She 
became conscious of her mother as unstable in her reactions to her conduct. 
There was disobedience, crying and a growing non-conformity of behavior. 
She was generally secretive. Tantrums began at about eight. She was deter- 
mined to have her own way. Socialization was difficult. She began to go 
away alone on various excursions and explorations. Intellectually she was 
very precocious. In her play life she preferred boys, and their interests were 
hers. In school she was superior in studies, but did not get on well with other 
children. She was self-conscious and easily embarrassed. Her attitude 
towards her mother continued to be unstable. At 12, it is said, sexual delin- 
quencies began, and a little later she began to gravitate towards the society 
of girls who were erratic and sex-disposed. She craved excitement, and 
when about 15 she began to be promiscuous sexually and probably was enter- 
prising in finding opportunities. This behavior and a growing instability 
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in her emotional reactions were the causes of her going to a hospital for 
observation and treatment. There she was found to be highly intelligent, 
erudite and sophisticated, but in her interests and emotions remarkably unde- 
veloped. She was suggestible and imitative. There was great emotional 
instability. At times she was depressed, and sometimes she had playful, 
destructive moods. She was reticent, and would cry if brought to look at 
what she called her real self. She professed to hold an iconoclastic philoso- 
phy, thought morals hardly worth while, and had no idea whether such a 
sex life as hers was right or not. She had no deep resentments, but was 
very defensive towards her mother, and uneasy in the company of her father, 
whom she liked. She showed some interest in members of her own sex, was 
sentimental in her ideas about them, was interested in feminine beauty and 
preferred to dance with women. 


Case VIII.—Single, age 23. In this case there are no very gross socio- 
pathic features. She is the eldest of four in a family in which there was much 
strife, out of keeping with the ethical norms of her father’s profession. She 
was a restless child, somewhat overanimated and eager, and with some urge 
to be independent. Behavior difficulties during childhood and the early 
adolescent period were only such as related to these mentioned character- 
istics, but later she began to shift in her social life towards interests which 
were at variance with the wishes of the family, especially of the mother. 
She went rather too much, was impetuous, and seemed on the edge of ques- 
tionable attachments. At parties she drank a little and once came home too 
hilarious. She was frequently in situations in which she had to make escape 
from sexual aggression. There was some affiliation with a homosexually 
enterprising. young woman who dominated her to some extent. Finally there 
was a prolonged attachment, although half-hearted, to a young man who 
was persistently but not very aggressively sexual in his attitude towards her, 
and with him there was considerable yielding to erotic practices, without 
intercourse. Conflict over this, particularly the mother’s implied disapproval 
of the attachment, and the severing of the relationship, precipitated her into 
a state of depression and agitation with somatic distress and some feelings 
of strangeness. While she was ill there was an outpouring of hitherto mainly 
unexpressed resentment towards her family: for their lack of understanding 
of her, for failing to see long ago that she was ill, for interfering with her, 
not letting her have a life of her own; and towards herself for allowing 
herself to become ill, for being the kind of person who could be imposed upon 
and repressed. There was much self-pity, and much anger, especially relating 
to the mother, but she was never able to free herself from guilt over her 
feelings of hostility and self-justification. 


Case IX.—Married, age 23. This young woman had shown, from infancy, 
extreme emotional instability, especially violent anger, the development of 
which was favored by the presence of a volatile-minded mother, and a family 
life in which there was frequent excitement. She was excessively active, was 
frequently in conflict with playmates, used at home the method of tantrums, 
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met attempts at discipline with reactions of defiance and counter-attack. 
She was often on the verge of delinquency, but never developed any delinquent 
type of behavior. When 10 she got into disgrace by taking some money from 
the purse of a friend of the mother, she told some lies, but remained really 
strongly conscientious. She was erratic and impulsive, the kind of a child 
who is frequently doing the wrong thing. Often in anger she threw herself 
into danger. At 17 or 18 she reacted, at about the time of a mild love dis- 
appointment, with quietude and some depression, but after that blossomed out 
and showed lack of judgment and discretion in her social life. She frequently 
held over her parents the threat of going to the bad, to punish them if she 
thought she was mistreated. She thought her brother was the favorite, fought 
with him, but acquired no stable attitude of hatred towards him or towards 
anyone. She was defensive towards the mother who really dominated her, 
and towards the father who, she thought, disliked her because when she was 
four she had been the unfortunate cause of the deatb of a brother two years 
younger. At 21 she ventured marriage to a weak, emotional young man who 
had been approved by the mother, and whom she had seen but a few times. 
This union came to grief because of her explosive temper, and the husband’s 
inability to handle any important affair in a virile manner. To her husband’s 
disinclination to have her return from a visit to her parents, she reacted with 
some excitement. In the hospital she seemed the evolved product of her early 
childhood: she was defiant, several times assaultive, highly variable in mood, 
subject to explosive anger, but usually despite her bluster was tractable. 
She continued to try to dominate by threats, especially of selling her honor, 
produced a rich flood of murderous phantasy, but was unable to hold for 
any great length of time any antagonistic attitude, or in fact any productive 
mood, and was at heart weak and dependent, and vacillating. She clung to 
the wreck of her marriage, but sometimes expressed hatred for her hus- 
band, and fierce determination to make him recognize her rights. 


DIAGNOSIS. 


The “ diagnosis ”’ of these cases is of comparatively little interest. 
Since in all of them there is a predominance of behavior disorder 
which seems related to deviations of personality, all might pri- 
marily be regarded as belonging to the broadly conceived class 
usually called psychopathic personalities; or more precisely named 
are sociopaths. Five of them at some time in their illness have 
been regarded as psychotic. With one exception, the main prog- 
nostic trend in consideration of them was gloomy. They are all 
mentally ill, and at least four of them have recognized enough ill- 
ness in themselves to be reconciled to remaining in a mental hos- 
pital for treatment. All have made some effort, at some level of 
motivation, to attack their problems. As regards the psychotic 
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manifestations and the like there is among them no typical mental 
illness or uniform tendency towards such. Little can be seen that 
allies them to anything closely related to the manic-depressive 
group. With one exception, they have produced nothing, so far 
as discovered, that might be called in the usual sense “ delusion.” 
One was definitely classified as psychoneurotic. The most preva- 
lent symptoms other than the behavior disorders, were states which 
are often, although rather in a popular than a rigorous sense, called 
“ hysterical.” There was considerable somatic symptomatology, too 
varied to be regarded as of any one type. All have displayed the 
“ hysterical ” tendencies, and at least in seven cases there was some 
somatic disturbance which seemed psychogenic in origin. Preva- 
lent in the group also were mental processes which had the quality 
of “compulsion,” and there is much display of obsessional think- 
ing of more extensive spread.* 


* Cases V and VII were at some time regarded as schizophrenic by ex- 
perienced observers, and the others who were considered psychotic were left 
unclassified as to psychosis. In Case I there developed after the birth of 
each of her three children compulsive thoughts about doing the child harm, 
and after the third there was some sense of distortion of space, a sense of 
power, some feeling of unreality and the need of being incessantly active in 
order to achieve integration. Case II reveals nothing psychotic, but her 
mal-adjustment through evasion and the development of phantasy has gone 
far, and she shows much inadequacy in her practical life. In Case III there 
were only the brief depressive states to raise the question of psychotic reac- 
tions. In Case IV, the mind was under the control of almost confluent com- 
pulsive thoughts, during an acute episode, and the later chronic development 
was in the psychoneurotic direction. In Case V there was some schizophrenic- 
like production, with auditory and visual oversensitization, and imaginations 
that seemed directly related to reading, but she phantasies too much, and 
has thought of herself as a chosen person. Case VI has a flourishing somatic 
symptomatology, about which she theorizes too much; she complains of 
malicious impulses to hurt and destroy; and there are some hypnagogic 
visualizations and auditory phenomena. In Case VII there were erratic im- 
pulses to destroy, in a mood of excitement and play, and there were spells 
of muteness which seemed superficial in their motivation and imitative. Case 
VIII seemed at one time to be developing serious symptoms, with depression 
and feeling of unreality in the form of a dimming world and of lost feelings. 
In Case IX, there was at first evidence of excitement and overactivity, which 
later appeared to be situational and an aspect of her general emotional 
instability. 
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FAMILY. 


The heredity, in these cases, has not been studied extensively, 
but it was observed that in each case there was at least one out- 
standing person in the immediate family having marked deviation 
of personality. In every case there appears to be the difficult 
mother, as may be seen in the following brief descriptions : 


Case I.—The mother is strongly of the perfectionist type, methodical and 
critical, a strict disciplinarian who was able to keep sentiment in the back- 
ground in dealing with her children and revealed herself but little. She kept 
her daughter up to highest standards in her school work, taught her person- 
ally, deliberately took a reserved attitude towards the child when the child 
began to develop an overaffectionate attitude towards her. Her manner was 
such as to forestall the expression of the daughter’s growing. independence, 
and to lead her to cover her feelings. The daughter thinks of the mother as 
having herself had many “ complexes.” 


Case II.—This mother is said to be from ar excellent family, but the 
daughter’s lack of culture does not offer proof of that. In the patient’s 
world the mother has been the obstructionist. She has been “ nagging,” 
fault-finding, and “almost a fanatic” on the subject of cleanliness. The 
daughter explains that the mother was brought up in the country and had a 
limited education. The mother criticized the father. 


Case III.—The mother in this case is hard to disentangle from the 
extraordinarily stressful family life, in which there is much conflict. The 
daughter’s statement is that her mother was not interested in her and gave 
preference to a brother. In an interview the mother took the attitude of 
condemnation of the patient, and seemed to have some lack of inclination to 
understand her. 


CasE I1V.—This is another family deeply affected by psychopathic ten- 
dencies. There was stress between the father and the mother, and the 
patient speaks of there being “a sort of battle” between the mother and 
herself. She could detect favoritism in the mother’s mind, and thought of 
herself as not being loved. The mother at some time talked against the 
father. The daughter does not regard the mother’s family as being so “ blue- 
blooded” as the father’s, and once inadvertently referred to the father’s 
family as “ our side.” 


Case V.—In this case the mother is a foster parent, who has adjusted her- 
self badly to the foster-father’s devotion to the child. She has apparently 
overcompensated for her antagonism to the daughter by developing an excess 
of the attitude of the solicitous mother, and has carried on a minute and 
elaborate overseership of the girl's life. 
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Case VI.—The mother of this young woman is an intense, evasive person 
who tends to arouse antagonism. She kept her daughter “tied” to her, and 
the daughter states that when she was little her mother tried to mould her 
into her own type, instead of allowing her to live her own life. She gave 
the daughter the impression that she looked down upon her, conveyed to her 
the idea that anything about sex was not to be thought of. 


Case VII.—This is a case in which the mother has shown an overcom- 
pensation in the treatment of an unwanted and embarrassing child. She is 
excitable, has always been nervous, and has impressed the child with a feel- 
ing of insecurity on account of her unpredictable attitudes and reactions. She 
has personally conducted the daughter, and has dominated her in many ways. 
There was conflict in the family over the father’s conduct. 


Case VIII.—This mother is a strong-minded woman, determined, and per- 
severing in obtaining her own way. She inspired awe and fear in the daughter 
by her intense ways, her criticism, her reserve in expressing affection. There 
was strong incompatibility between the father and the mother, and a long 
history of unpleasant scenes in the family. 


Case I[X.—This mother is volatile, emotional, artistic, has many interests, 
is devoted to pseudo-philosophic literature. The patient thinks of her mother 
as having too many interests outside the home, and as cold-blooded as 
regards her affections. She is high-tempered, is critical of the father, and 
the patient thinks of the home life as a scene of turmoil. 


Each of the nine patients has given evidence of strongly ambiva- 
lent attitudes towards the mother, and the feeling that they have 
not been loved by the mother or that the mother has preferred 
some other child, has probably been strong at some time in all. 
Six at least have divulged much conflict and disturbance over the 
mother’s attitude towards them. 

There is no case in which it can be said that the home was free 
from serious conflict, and in some of the homes there was much 
turbulence. None of the patients was an only child, and in all but 
two cases there were more than two children in the family. The 
amount of conflict with brothers and sisters is hard to estimate, but 
there seems to be no instance of deep hatred. In every case, except 
perhaps one, there can be detected some sibling who was the object 
of jealousy or envy. 

The personalities of the fathers and the attitudes of these women 
towards their fathers do not present any wholly uniform features, 
but the generalization may be made that there is no instance in 
which the child could find a very satisfactory love object in the 
father, or in which the attachment was not interfered with seri- 
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ously in some way. In only one case has there been any long con- 
tinued separation of the parents. In this case (VI) the father 
drank, created wild scenes at home when intoxicated, and inspired 
fear in the patient. In two cases the fathers were mentally affected 
persons (III, IV). In three cases (II, VII, VIII) it was in part 
the father’s interest in women outside the home that made family 
life difficult. In several cases the mothers criticized the father. 
In Case IX the mother constructed in the child’s mind the idea 
of a father inferior to her own family. In Case V the attachment 
to the father was complicated by the relation of foster-parenthood, 
and by the mother’s persistent opposition. In Case I there was 
stress on account of difference between the cultural backgrounds 
of father and mother, but no open conflict. 

The attitudes of these patients towards the father varied from 
case to case, but in no case does the father appear to have been 
adjusted to easily by the child, and in no case does the attitude of 
the child seem entirely wholesome. There is some evidence of 
attachment in all, but all have shown also some aloofness in respect 
to the father. In five or six cases there was probably fear of re- 
sembling the father—owing to the mother’s criticism, in part. 
Three or four developed some pity for the father, presumably iden- 
tifying themselves with the father as victims of the difficult mother. 
In six cases there was evidence of resemblance of father and child 
in characteristics representing sociopathic behavior. In seven cases 
the daughters seem remarkably different from the mothers in per- 
sonality, and in no instance is there strong resemblance to the 
mother. 

The conclusion may be drawn that in the development of these 
women there has been much interference with the love life within 
the family. It is indicated that the mother has neither been ac- 
cepted confidently as a loving parent by the child, nor been loved 
without strongly ambivalent conflicting emotion. Nor has the 
mother been able to impress her personality stably upon the antago- 
nistic offspring, although she has in general inspired attachment 
and in the main procured obedience. The daughter is often con- 
scious of the mother’s power and of pressure to shape her in the 
mother’s mould, but the opposition is strong. The daughter is in 
part inhibited in her attachment to the father and acceptance of 
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or identification with his character, by the fear of the mother, 
although she seems to be most attached to and influenced in her 
development by the father. She finds little peace with either parent.* 


INFANCY. 

The history of infancy and early childhood is far from com- 
plete, but there are facts which seem to have direct bearing upon 
the development of the sociopathic reactions. In one case (III) 
there was breast feeding to 15 months, much crying, the child was 
cranky and peevish and wanted her mother all the time. Another 
(IX) was a delicate baby, had digestive upsets, and displayed vio- 
lent temper even during the period of infancy. One (IV) is de- 
scribed only as a restless infant. Case VI was always delicate. In 
Case I there was intestinal trouble, although she is described as a 
robust infant, and the patient has remembrance of being regarded 
in early childhood as not being clean. Case VII is said to have been 
a good baby, and nothing unusual was recorded in the history, 
except that during a part of the period of early childhood the 
mother was sick and could give the child no personal attention. 
In Case V there is a history of restlessness, dissatisfaction with 
toys and poor ability in play. In Case VIII there was overactivity, 
and in early childhood urge to be independent. The infancy of 
Case II is not recorded, except that she was breast fed for more 
than a year. 


FEELINGS OF INFERIORITY. 


Without exception in these women there is readily found evi- 
dence of profound feeling of inferiority. In eight it was recog- 
nized and freely admitted by the patients. In the remaining case 
frankness in many respects was lacking. In most instances the 
sense of inferiority developed in the relation to the dominating 
mother. This was shown distinctly in six cases (I, V, VI, VII, 
VIII, IX). In Case II the locus of the difficulty is not so specifi- 
cally identified, but presumably here also the critical and inhibit- 


* One of these patients (IX) who had shown much defensiveness or aloof- 
ness respecting the father, kept house for the father for several months dur- 
ing the absence of the mother. Her attachment for him increased, she fitted 
nicely into the ways of a somewhat temperamental person, was confidential. 
On her mother’s return she resumed her former attitude and still retains it. 
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ing mother is the origin. In Case III the inferiority feeling is 
deep and widely radiating, and relates to physical handicap, to 
traumatic moments in the sexual life, and consciousness of inferi- 
ority in the social status of the family and the mental deviation of 
some of its members, particularly the father. Case IV is similar. 
Here also there is deep feeling of inferiority, and the presence of 
sexual trauma at the age of seven. There was feeling of inferi- 
ority in comparison with other members of the family, particularly 
regarding personal appearance, and also probably relating to the 
relative inferiority of the mother’s family. 


SEXUAL HISTORY. 


Not very much can be learned from the consideration of the 
mere objective sexual manifestations in these cases. It is well 
known that sociopathic persons generally make heterosexual ad- 
justments and are likely to present the appearance of normality in 
the sexual life. All but one have arrived at a state recognized in 
their own minds as love for a person of the opposite sex, but five 
of them have shown a tendency to fall in love with impossible 
males. There is no difficulty in each one of the nine cases, in find- 
ing serious mal-adjustments in the sexual sphere, especially when 
the subjective history is considered. Three of these patients were 
married, but no one of these had been able to find much satisfac- 
tion in sexual experience. In each of these cases there was marked 
incompatibility with the mate, and mainly thwarting of satisfac- 
tion in intercourse. Of the remaining six, some had had inter- 
course in mature years, and some of these had accepted relations 
without love ; two had decided tendencies towards promiscuity, or 
at least had responded with consent in various situations. One of 
the women had suffered a clear trauma from participating in a 
sexual episode with her brother when she was seven, and in another 
case there was an episode at about five: a man who was a stranger 
had made attempt at masturbation, and she had refrained from 
telling her mother about this. One of the others had learned sexual 
play and masturbation as early as four, and in another instance, 
there was something traumatic at about seven, when a brother 
older performed masturbation, and at 12 when her father over a 
considerable period persisted in molesting her. 
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Overt homosexual behavior is known in only one case, in which 
a passive part was taken at the hands of a woman of about the 
same age, without much interest in the relation. In another case 
in which there had previously been heterosexual relations, entirely 
satisfactory except that there was always damage to self-esteem, 
there was recently an ardent attachment to another woman who 
had strongly masculine characteristics, during which there was 
some sexual arousal and display, the details of which are not 
known. Five of these women were in childhood much interested 
in boys’ life. One of the married women is fully conscious of 
strong homosexual tendencies, has for years practiced masturba- 
tion with phantasies of the male role in intercourse. One of the 
unmarried women is aware of homosexual strivings, against which 
she has developed fear. Another is interested in her own sex, is 
sentimental in her thoughts about women, but there is no history 
of overt homosexual relations. 

In four of the women masturbation has been essentially or en- 
tirely absent, and by another it is denied also. Two of these have 
recently had some sexual gratification by means of reverie, but 
manual manipulation has never been indulged in. Three, one 
married, have masturbated over a considerable period. 


SOCIAL ADJUSTMENTS. 


The social adjustments of these women is exceedingly poor, and 
it may be said that no one of them has succeeded in having any 
prolonged comfortable adjustment in the social life. Six of them 
have shown some tendency to socialize at a level lower than the 
family’s. Eight of them are habitually uncomfortable to an ex- 
traordinary degree in their social life, and the ninth has almost no 
social life. No one of them seems to have achieved any stable 
friendships with members of their own sex, and in general they 
have been lonely persons, although not by any means solitary. No 
one of them has made a good adjustment to the more formal aspects 
of social life, all tend to be self-conscious and ill at ease. 


THE GUILT REACTION. 


The sociopath must be thought of as one who is able over a 
long period of time to maintain himself in behavior which is dis- 
approved by others, without producing an inhibiting degree of 
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guilt feeling. He neither changes his conduct nor falls ill because 
of conflict and self-condemnation over the havoc his behavior 
creates in the lives of others, even when the damaged persons are 
those whom he professes to love strongly. Theoretically there are 
several interpretations of the adjustment by which this is made 
possible, and investigation shows that it is likely that in actuality 
we shall find no simple and uniform handling of guilt among the 
sociopaths. 

Since the development of capacity for guilt reactions to produce 
a stabilized conscience is dependent upon the normality of the 
processes which in the psychoanalytic sense establish the super- 
ego, failure of inhibiting conscience might originate in the absence 
of suitable models or mentors: the child might identify with per- 
sons who provide little that tends in counter-direction to the in- 
stinctive urges, or might fail because of the tolerance of the merely 
overindulgent or negligent parent. Or, again, there may be such 
inconsistency in the models, either in an individual, or among indi- 
viduals, that nothing stable can be produced in the child. Secondly, 
persons of the environment may be overactive and interfering, 
tending to produce in the mind of the child overreaction in the 
direction of fear and shame, and also of hate and feelings of 
resistance. In the former case we have (theoretically) the unethi- 
cal child, whose conduct is never inhibited by subjective checks, 
unless by some compensatory reaction, and in whom only concrete 
situations in which there is strong disapproval might ordinarily be 
expected to arouse the feeling of guilt. In the second case guilt 
reactions must be dealt with in some way to clear the path for 
independent behavior, if the child is to develcp in the sociopathic 
direction. 

Questions of fact arise at this point. Observation would tend 
to show that the parent is seldom negative in the formative period 
of the super-ego. The love relation to the child favors the presenta- 
tion to him of the ethical aspects of the personality, and in general 
the overindulgent parent is also the solicitous parent. Moreover, 
the situations in which the super-ego is founded are such as are 
present almost universally in the parent-child life; the human 
parent sets himself in opposition to the child, and profusely ex- 
presses disapproval of the child’s conduct, however much he at 
the same time indulges the child. 
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Among our nine cases the guilt feeling, and in general the feel- 
ing of shame, was strongly developed. There is no evidence of 
any lack of “endowment” with social and moral sense, and in 
every case there was present the strongly ethical or at least 
inhibiting mother. 

The handling of the guilt feeling in these cases seems to have 
proceeded along three lines: (1) The reactions of hate have had 
the effect of intensifying the desires. The girl is able to reinforce 
her impulsion towards what she wishes to do by a spite reaction 
in some cases. She can thus punish the mother who has denied 
her love; the strong desire and the anger may inhibit pending guilt 
reaction. (2) There is some attempt to repress, or push into the 
margin of consciousness the love for or concept of the mother. 
The girl may try to hate her mother, but is very likely to experi- 
ence guilt pain in so doing; for example, when the mother is ill. 
(3) The most prominent technique for the handling of guilt, 
among these cases, seems to be the rationalization of the “ unjust 
parent.” This occurs in every case in some form. Another ration- 
alization is that “ nothing matters.” There is the feeling of depri- 
vation, that the past has not succeeded, and that there is nothing 
very good to be expected in the future; therefore, alleviation of 
the present is the main desire. Excuse of behavior on the ground 
of misfortune probably occurs in every case. Another variant is 
the interpretation of the sociopathic behavior as a virtue: it may 
be interpreted as an attempt to overcome some undesirable trait, 
or it is regarded as the only means of gaining one’s rights. With 
one exception all show some evidence of being proud of sociopathic 
behavior, showing the close relations in the motivation to self- 
esteem. In seven of the cases there may be said to have been some 
attempt at justification of conduct through identification with the 
father. There is evidence in some cases of fascination with the 
sociopathic conduct, especially with violent behavior, and there 
seems to be little concern over the sadistic element which is so 
strong in these cases. Another aspect of the same motive is sug- 
gested in the “ martyr” attitudes of some of these patients, who 
have probably been able to find enjoyment in the feeling of guilt 
as well as in punishment and deprivation. There is no evidence 
of true repression relating to the memory of guilt situations or 
the direct repression of feelings of guilt. 
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GENETIC FORMULATIONS. 


Useful formulations of the developments of these sociopathic 
careers may be made with three main considerations in mind: 
(1) The formation in the life of the patient of a formidable major 
problem which is the occasion for some type of mal-adjustment ; 
(2) the adjustments which were made or attempted; (3) the 
eventuation of these adjustments, whether they were stable or 
shifting, or broke down under stress. Such formulations should 
give us some clues to the factors in these sociopathic adjustments 
which are especially the basis of the typical enduring mal-adjust- 
ments which we often see in them. 

Case I.—We see in this case a very early developing tendency 
to excessive demand—demand for love, for attention, for freedom 
and activity, and a synchronous development of a strong sense of 
defeat in her ardent search for satisfaction. This was the problem 
that confronted her, which still exists, and in the face of which she 
adopted certain modes of life, of thought and feeling. She was 
very keenly conscious, being an alert child, of her handicaps. Her 
mother was by no means easy to deal with, and she was conscious 
of being an unsatisfactory child, not neat and not perfect as her 
mother wished. She could make no good solution. She continued 
to be a strongly demanding child, seeking independence and was 
more and more conscious of disadvantages and thwarting of her 
desires. 

The adjustment which she made and which served her suffi- 
ciently well to carry her into her fourth decade without serious 
break was a complicated one. She maintained her competitive 
spirit and her aggressive attitude, but within her own mind felt 
insecure of her place. She identified herself much with male domi- 
nating persons, and was ambitious. But she was unhappy, felt dis- 
satisfied, and had antagonistic feelings towards her mother and 
towards one sister. Her subjective mal-adjustments took three 
directions: (1) Conflict between the aggressive attitudes and the 
inhibiting inferiority feeling and sense of guilt in demanding; 
(2) repudiation of the feminine rdle, in connection with which 
there were some quite morbid aversions—disgust for the female 
organs and hypersensitiveness to eliminative functions; (3) the 
development of ardent subjective love affairs. 
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Marriage at 22 was the time of beginning of the breakdown in 
her adjustments. The main difficulty was the increased stress put 
upon her at a weak point by marriage. She felt too strongly her 
disadvantages in competition for total possession, the position of 
being first, and liberty to advance to a place of distinction. She 
could not take completely the feminine role and be domestic in 
her habit. There was a great excess of dissatisfaction and exceed- 
ingly strong reaction to limitations and deprivations. She was con- 
scious of injustice and her inability to obtain a proper setting for 
her life. There began to be a degree of restlessness and discontent 
which was antagonistic to any practical adjustment. After the 
birth of each of the three children there were compulsive ideas 
about doing harm to the child. To the casual observer in her later 
period, she presents the picture of a woman who evades plain 
responsibilities, makes the worst of difficult but quite normal and 
tolerable situations, is seeking the unattainable, is exasperatingly 
overreactive to the idea of injustice and thwarting, is selfish and 
self-seeking. But, otherwise considered, she is mentally ill, and her 
illness is manifested subjectively by exceedingly wretched states, 
beyond all normal limits, induced by slight deprivations or inter- 
ference ; and by the need to be active in her own chosen ways to 
escape feelings of unreality and disintegration or panic. She is 
saved, probably, from severe mental illness, because she can still 
carry on aggressive search for desired objectives, can rationalize 
profusely to produce the ideas of a guilty world and of her abili- 
ties to achieve, and so can escape unendurable ideas of guilt and 
inferiority. 

Case II.—This is the least known of the cases, since the patient 
was reticent, and for other reasons was not very good material 
for study. That she was an excitable child, reared in a home in 
which there was an extensive display of crude emotions seems the 
most outstanding datum. She found her mother difficult, not very 
responsive to demands for affection, and she attached herself more 
to the outgoing and erratic father, and played for the place of 
favorite child. Her mal-adjustments were typically sociopathic. 
She was demanding, show-off and petulant; but she was also 
weak, suggestible, yielded to people and maintained her place in 
their affections thereby ; also she exploited physical symptoms, and 
became finally the ailing, nervous person who could not bear re- 
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sponsibilities. She seems also to have accepted from the father- 
model the ideal of a loose sexual life. Her marriage was a frail 
affair, in which she continued in her role as petulant child. Sexual 
gratification was slight, her husband to her was dull as compared 
with the father, her child stretched too far her abilities to accept 
responsibilities. She continued in her sociopathic techniques, played 
with the affections of her husband in various childish ways, sent 
her child away. Discovery one day that her husband masturbated 
gave her a turn for the worse, for reasons that are not wholly clear, 
but it seems to have disturbed her security of possession. Her 
husband persisted in being a prosaic person who yielded no ro- 
mance, and her psychopathic techniques brought her too little satis- 
factions. The demanding, threatening, tantrums, teasing, somatic 
complaints increased but the situation remained about the same. 
There was no definite breakdown of the adjustments, but she be- 
came more unstable, more depleted physically. She went little, and 
developed a rich phantasy life in which the husband is recon- 
structed. The most striking feature of the case is the woman’s 
childishness and lack of practical adjustments. Ske does little 
except demand, wish and exhibit. 

Case II1I].—The early problems of this young woman relate to 
severe physical handicap which affected both appearance and eff- 
ciency. She seems while very young to have formulated an estima- 
tion of herself as an unloved person whom good fate had some- 
how discarded, and to this she reacted with bitterness. She was 
defensive within the family because of her mother’s attitude 
towards her, and defensive towards outsiders because of the dis- 
cordant family life and her recognition of the abnormality of 
some of the members. She reacted not entirely by sociopathic 
techniques, since she tried to improve her situation, worked well 
in school, and was socially ambitious, having no tendency to seek 
companionship at a level lower than that of the family, but rather 
the reverse. The sociopathic in her adjustments was displayed 
mainly in the home: in the form of incompatibility, inconsistency 
between her home life and her behavior abroad. Outside, however, 
there was considerable development of pretence. There was strong 
pride, extreme sensitiveness to criticism, and she was herself very 
critical of others. Her untruthfulness was somewhat pronounced, 
was recognized at home, and later displayed almost fantastically 
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elsewhere. The product of her type of adjustment was a person- 
ality in which the most conspicuous feature was her great insta- 
bility ; there was great disparity between her ideals and her prac- 
tice, and now one motive, now another, was predominant. There 
were shifting moods, changes of attitude, fickleness as regards 
love objects. 

The adjustments in the sociopathic directions were never very 
good, at best. There has remained much tendency to self-criticism, 
and there is no steadfastly held attitude. Mainly there is motiva- 
tion towards normal adjustment. She has an ideal of a life of ser- 
vice, and she meets squarely ethical problems of the sexual life. 
Defeat of her ideal, thwarting in love life and involvement through 
her fabrications broke down her adjustments and she was to some 
extent mentally ill, was depressed, had a feeling of hopelessness, 
bemoaned her loveless state, and had feelings of regret and re- 
morse. Powerful reactions of guilt and pride keep her from the 
heterosexual life she strongly craves, and these inhibitions (as well 
as the sexual urges) are increased by old traumatic episodes—mas- 
turbatory aggressions on the part of the brother when she was 
seven, and similar approaches by the father when she was 12. 
The sociopathic adjustments that remain are essentially means of 
reducing what she feels to be unjust and critical attitudes on the 
part of others, by counter criticism, and the adoption of unpleasant 
social attitudes. An attempted solution of the love problem through 
an ardent attachment to one of her own sex brought more unhap- 
piness and self-condemnation. 

Case IV.—In this case there is high intelligence, and there was 
early keen appreciation of a difficult problem. She was restless 
and eager, wished to be loved, but found herself at a disadvan- 
tage in the family. Preference, as she thought, was given to others, 
especially the brothers. Deep sense of guilt and inferiority was 
established at seven, because of sexual experiences with a brother 
five years older. She repudiated so far as she could the feminine 
role, and copied the life of her brothers. Her position in the family 
was unfavorable to the satisfactory solution of her difficulties. She 
was young enough to be the object of much criticism and advice 
on the part of the older children, and old enough to be a losing 
competitor for the affection of the mother, a situation she was 
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peculiarly unfitted to meet. She became jealous of her sister, de- 
fensive towards her brothers, exceedingly conscious of her relative 
inferiority of appearance. 

To cope with these difficulties she attempted various compensa- 
tions, chiefly the development of outdoor life, taking her away 
from the scene of her discomforts, and putting her on an equality 
with the envied males. She cultivated intellectual interests and 
kept up a sparring, arguing kind of relationship with the most 
intimately known male friend. Her attempt to deal with the emo- 
tional difficulties was shown by her stubbornness, reticence and 
critical attitudes. She tried to stop loving her people, because she 
thought they did not love her. Playing for favors and attention 
by services, and the like, was sometimes resorted to. Her sociali- 
zation away from family and equals, devotion to animals, solitude, 
reading, romantic phantasy, were other devices to manage her guilt 
and feeling of inferiority, reducing her dependence upon people. 
She was regarded as stubborn, cold, and unfeminine in her inter- 
ests, and her reprisal was criticism, and opposition to authority. 
But her ability to carry through satisfactorily any sociopathic tech- 
nique was poor. She had tried about all the available methods— 
domination by independence, flight, repression of love, attention- 
seeking devices. But her guilt feeling was very strong and could 
not be dealt with effectively by either repression or rationalization. 
She was too dependent upon love to be able to carry out well a 
program of independence; she must have her own way, but was 
obliged to smooth the road to it by conciliation, and win over 
others rather than dominate them. She developed the technique 
of argumentation. Personalities in the family were too strong to 
be dominated, and competition for attention was keen. She con- 
tinued to feel inferior, guilty and fearful. 

Her own interpretation is that she fell ill finally because of her 
failure to be loved by her parents. She overlooked the fact that 
her serious illness followed shortly upon the marriage of the male 
friend with whom she had carried on so long the intellectual war- 
fare. The break came in an overpowering flood of sadistic, inces- 
tuous and variously perverse content, with impulses to attack and 
destroy, and extreme sensitiveness to persons. To this revelation 
of her mind she reacted with loathing, fear and concealment. The 
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outcome was lapse into invalidism, with flight to protective envi- 
ronment, and the development of many somatic symptoms, in 
which the erotic motivation is recognizable: there is tension in the 
head and nose, and in the genitals, and generally distributed at 
times ; floating sensations in the stomach, pain in the rectum and 
vagina, constipation, twitching of the neck. She has remained 
very defensive in the social life, is panicky if there is any threat 
of widening her contacts, fears the return of the erotic compul- 
sions. She recognizes both homosexual and heterosexual strivings, 
which are deeply inhibited by fear, and she is quite aware of the 
incestuous foundation of some of her tensions and her fears. 
Case V.—The mal-adjustments of this girl appear so early that 
constitutional ” fac- 


they raise the question of the presence of a 
tor, which presents itself in the form of tendency to restless over- 
activity which appeared as early as there is history in the case. 
The delayed teething and walking, and the peculiarities of the 
play reactions are to be noticed. There is an unstable childhood 
during which she is indulged and probably overdirected by the 
foster mother. She demanded much, was inclined to attract atten- 
tion but was also self-conscious and readily embarrassed. Her 
real problem arose when she became conscious of her inferiority, 
the insecurity of her position as an object of stress in the family 
and was bandied back and forth between the excess of the father’s 
and the grandmother’s attention and the mother’s disapproval and 
training. Her own conception of herself is that of the embarrassed 
child. Discovery at about ten that she was adopted, and growing 
awareness of her poor abilities in school, consciousness of gawki- 
ness of figure and awkwardness helped to fixate her embarrass- 
ment. She continued to be unstable emotionally, instinct-driven 
and impulsive, and did not develop any consistent technique for 
handling her problems. 

The mal-adjustments in the sociopathic sense consisted mainly 
in the persistence of the method of demand and tantrum in gain- 
ing satisfaction for her desires, the development of attention-gain- 
ing devices, and the resort to flight from the social level to which 
her foster-parents tried to hold her. But guilt and embarrassment 


were serious handicaps to any social adjustment on the basis of 
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her sociopathic techniques. These did very well for home use, one 
might say, but were inadequate to cope with wider social problems. 

The beginning of the breakdown in her adjustments, such as 
she had contrived to make, occurred at about 13 when she had to 
cope with arising sexual urge. The tendency to flight reaction de- 
veloped and she could maintain little momentum in the positive 
direction in her educational course, and similarly was striving away 
from proper social adjustments. There was no good outlet. She 
was dependent, lacking resources for self-direction, and had no 
saving hobby or play motivation in any semi-useful direction. Dis- 
content, and feelings of inferiority predominated; she felt that 
she did not make much impression upon her fellows. With that 
poverty of equipment there could hardly be but one result; she 
failed to make any progress beyond childhood level of personality. 
She merely expanded in the image of an irresponsible, mainly 
friendly and agreeable child, who continued to demand, secure by 
tantrums, play for attention by exhibitionistic devices, run away 
from situations in which she was at a disadvantage. The main 
change was in the form of a more conscious exploitation of “ sex- 
appeal’ in which she put to some use her childish shyness and 
playfulness. Her mental illness is a result of her inadequacy of 
her adjustments to cope with the social life of which she was a 
natural part. Her feelings of inferiority made her highly con- 
scious of competition, and favored the development of compensa- 
tions in the form of phantasy. She reacted to the stimulations of 
the erotic adolescent social life by overexcitement and overactivity. 
There was fatigue, unrest, conflict, and fear of the corisequences 
of indiscretions. Finally she had signs of definite illness: there 
were peculiar sensations of floating, as though she “ had died and 
was floating through space”; it was “as if she saw the world 
collapse’; there were visions of angels; she heard admonishing 
voices ; there were guiding lights ; voices were heard as of people 
talking about her and her character; she had feelings as though 
she were pregnant ; there was some phantasy about being a chosen 
person. These symptoms were transitory and her sickness did not 
alter the outline of her behavior type; she had remained excitable, 
outgoing, exhibitionistic, too much at the mercy of present de- 
mands to make much real provision for a matured future. But 
within this limited life there has been improvement. 
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Case VI.—In this case also there were handicaps appearing early 
in childhood, in which we might recognize constitutional basis. 
She was “ always delicate,” was anemic and was timid. Her main 
problem arose in regard to the mother, adjustment to whom she 
found difficult. She demanded much, and felt that she did not 
receive her full share of affection. The father, who displayed 
“ wildness ” when drinking, inspired her with much fear, intensi- 
fied her relation to the mother. She was badly inhibited, both by 
the environmental situation and by her own fears, in developing 
any normal and consistent behavior leading to the satisfaction of 
her main desires. 

Her mal-adjustments were extensive. Both the anger reactions 
and the fears were exploited as substitutes for normal processes 
of gaining satisfaction. Before 12 she had outlined a position as 
invalid, was dependent, expectant of attention and extraordinarily 
jealous of attention given by the mother to other children. She 
made prolific use of the anger reactions. She was able partly to 
dominate by anger and protest, developed rationalization, relieving 
herself of responsibility, blaming her father and her mother, clear- 
ing the way for later flight reactions towards a lower social level. 
These adjustments made a fairly satisfactory arrangement for the 
preservation of a state of immaturity in an essentially dependent 
position, in which she was able to occupy a distinguished place, in 
the family, as a person whose anger and fear must be respected 
as evidence of invalidism. She formulated ambitions consistent 
with her mal-adjustments, namely, to cultivate art and dancing— 
both exhibitionistic devices. 

There cannot be said to have been any definite breakdown of 
these adjustments. The dependent position could be retained, 
although there was stress arising through the mother’s perfection 
in the role of domination. She was able to adjust to heterosexual 
life without precipitating conflict of great proportions either in her 
social or in her subjective life. The real strain came with the 
brother’s marriage, which resulted in a double distraction of at- 
tention from her: the brother naturally redirected his interests, 
and the mother, emotionally affected by his marriage, turned her 
attention strongly to him. The illness in the patient represents an 
increase of anger and fear reactions. There were feelings of im- 
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pending attack, that she might be “ grabbed,” strangled, stabbed ; 
fears of sharp instruments, fears that something might happen 
to some member of the family; and there was a great increase in 
her display of anger, in the form of spells of “ wildness,” and 
great overreaction with sensitiveness and morbid rumination. The 
sociopathic character of these phenomena seems clear enough; she 
is none the less ill on that account, and it may be assumed that 
without help she can in no way become practically adjusted. 

Case VII.—The problems of this girl were precociously acute 
because of her intellectual superiority. As a strongly demanding, 
enterprising and independent child she found herself in conflict 
with her mother, in need of concealing some of her choicest inter- 
ests from her, and disturbed by her mother’s unpredictable reac- 
tions to her. There seemed to be lacking in the home anything 
simple and standardized. The acute problem arose when she was 
faced with difficulties in socialization at school, and she became 
aware of being different from other children, and not liked. She 
was very self-conscious on account of her size. 

Her first important mal-adjustment began when she drifted 
away from the interests of her own sex and would either be soli- 
tary or join boys in their games. At home the development of 
tantrums to have her own way showed another aspect of her ad- 
justments. These techniques succeeded fairly well in giving her 
what she wished. She generally got her own way and was free. 
She was an eccentric, boyish girl, unmistakably intelligent. 

Breakdown of these fairly good adaptations began when at 
about 13 she was taken in hand more by the mother to be groomed 
into a socially conventional person. Her embarrassment increased. 
She was uncouth, conscious of her peculiarities, her mother found 
her unfit to go to parties and the like with girls of her own age 
and status. She could not adjust herself to either sex. With her 
strong instinct drives, she headed towards promiscuous sexual life 
without love ; and with strong homosexual leanings she gravitated 
socially in the direction of companionship with erotic, eccentric 
girls. Over her sexual indiscretions, which were all with males so 
far as is known, she felt rather embarrassment and anger than 
guilt. She was unsatisfied, exceedingly unstable in her moods, 
had great difficulty in finding anything that appealed to her 
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interests. Her illness was hardly more than a little extension of 
her existing instability and disgust. She could not bear to look 
at her “real self,” was embarrassed, had feelings of excitement, 
yielded to odd, playful, destructive impulses, and was altogether 
a juvenile personality, quite unformed and chameleon-like in her 
adaptations to persons, and yet wholly aware of the anachronism 
of her behavior. Her intelligence enabled her to develop an un- 
usual rationalization in the form of a philosophy of life in which 
the central principle seemed to be that nothing mattered very 
much. Her adjustments, fairly well suited for the age of 12 were 
inadequate for giving satisfaction either to herself or others at 
the age of 17, as a member of a superior family holding social 
position. 

Case VIII.—In childhood she presented the picture, merely, of 
an overactive, somewhat independent person, out-going, a little 
demanding, but not problematic in that or in other traits. This 
objective outline has mainly persisted, even when she was ill. Sub- 
jectively, she was problematic, from her earliest remembrances. 
She recalls her early independence, her curiosity, and thinks it 
was her nature to be selfish. But in two ways she was remarkably 
uncomfortable: (1) She was hypersensitive to impressions, was 
both fearful and fascinated, and habitually she was hesitating and 
doubting, felt agitated and distressed, as though her mental states 
were “too large” for her; (2) she was overawed by her mother. 
She never could feel at peace in her love for her mother, found 
her critical, and felt that she was always irritating her mother. 
She knew that some of her faults were supposed to be identical 
with those of her father. Her mother’s dominating judgments 
interfered with her attachment to the father. She felt that every- 
thing the mother said about the father and about herself must 
be right. 

It was only after the beginning of adolescence, indeed when she 
was quite mature that there began to be sociopathic adjustments 
in any conspicuous degree. In childhood her non-conformity was 
of the spirit, mainly. Except that she was restless and “ on-the-go,” 
she was socially amenable. But there was inner protest and a high 
degree of irritability which was concealed, and she was very criti- 
cal, in her own mind, particularly of the mother. Her tendency to 
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two-way thinking extended far, and her doubt turned most towards 
herself. The sociopathic in her was strongly combated by her 
efforts at self-correction and self-control, and she disliked herself 
both for her irritability and for her critical spirit and her submis- 
siveness and criticism of herself. Doubts followed her in all her 
school life and when she became herself a teacher. She was 
self-conscious about her stout figure, her hesitancy, her childish- 
ness of personality, and she felt that she was an easy mark for 
others. Towards her sister who was two years younger she took 
the attitude of one trying to hold affection and to please. She 
was envious of her sister’s poise and sang-froid. In her social 
life it was the same: she tried to please, was not sure of herself. 
Trying to be a good sport, she was semi-delinquent in behavior, 
according to the mother’s standards. She did not rationalize much 
about this but developed more resentment towards her family, and 
towards, especially, the image of the dominating mother she had 
accepted in her own mind. Up to a recent time she presented the 
appearance of a happy, merry person. 

Her inability to evaluate anything for herself, under the shadow 
of her mother’s disapproval, made her ill when she had to thread 
her way through a love affair. When she had conflicts over her 
attitudes towards sex, and dismissed her friend, she fell into a 
state of unbearable excitement, told her mother her secrets, and 
reacted with a depression—in which there was much bitterness— 
towards her family and towards herself. She had very uncom- 
fortable somatic symptoms, felt changed, it seemed to her that 
she had lost her capacity for normal emotion, and that she could 
never be restored. Her depression persisted, but the more one 
saw of it, the more prominent in it appeared the anger element ; 
there were periods of exasperation, with crying, self-pity, and out- 
pouring of grievances, against her family and herself. But mainly 
she presented the appearance of a light-hearted person, fond of 
buffoonery, and socially well-adjusted. 

Case 1X.—From infancy a type of behavior fairly adequate for 
dealing with most of her situations in the period up to the time 
of adolescence was exploited; namely, the free expression of 
strong emotion. She was relatively fearless, defiant, and derived 
some pleasure from conflicts in which she was whipped. She 
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became extremely the “‘ emotionally unstable” person, with a strong 
trend towards tantrum technique as an adjustment method. She 
succeeded usually in having her own way. Her real problem ap- 
peared when she began to be aware that she was distinctly an 
object of disapproval in the family, and was regarded as an inferior 
and queer child, especially by the mother. By the age of 10 her 
feelings of guilt and inferiority were sufficiently developed so that 
she reacted with traumatic intensity to the predicament she found 
herself in after stealing some money. She has continued to be 
attached to her mother and dependent upon her judgment, and 
has remained to the present time the unemancipated child. 

Her adjustment, although somewhat unusual, was fairly simple. 
Mainly she was able to dominate by temper tantrums, and is prop- 
erly regarded by the mother as the “ spoiled child,” since she was 
indulged, and the mother probably made up to the child for some 
neglect of her in the pursuit of her own interests, by buying many 
things for her. To her feelings of inferiority she reacted, to but 
very little extent, by efforts to correct herself. There was little 
ambition or educational urge. She felt that she was poorly en- 
dowed. But she was able to build into her sentiment of self, helped 
by the sense of power her anger gave her, the idea that she was 
unconquerable. She developed much phantasy of a sadistic nature 
about this idea, played with thoughts of suicide and prostitution as 
means of punishing the parents, and took every advantage that 
her ability to indulge in uninhibited anger without much feeling of 
guilt gave her. In this way she kept up sufficient defense against 
her feelings of inferiority so that she did not become mentally ill, 
despite the extent of these ideas of inferiority, which was wide: 
she was aware of herself as an unwanted child whose birth the 
mother she believed had tried to prevent; as an object of deeply 
painful thoughts in the family as the cause of her little brother’s 
death; as a guilty thief; as queer, mentally inferior to the gifted 
mother ; as having incorporated in her own personality disapproved 
strains in the family. She could find no security in her relations 
to either parent, felt urges to get away and be independent, but 
had no initiative that could overcome the attachment and depen- 
dence. Probably the happiest time of her life was a season when 
her mother was abroad and she kept house for the father, felt 
attached to him, was confidential with him. 
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There cannot be said to have been at any time any marked col- 
lapse of these adjustments. At about 18 her feelings of failure 
and inferiority following a young man’s withdrawal of attention 
from her after having wished to marry her, put them upon strain, 
and she probably came nearest then to depression or invalid reac- 
tion. But her social interests prevailed and her adjustments im- 
proved to the extent that she could find some satisfaction in a 
gay life. Her marriage, which gave her some sense of triumph 
and opportunity to transfer dependence to what promised to be 
a more peaceful scene, was a flight which she had hitherto been 
unable to accomplish. Its breakdown put her adjustments under 
remarkable strain, but did not make her very ill. She has reacted 
to defeat by transient excitement and explosive temper, by the 
elaboration of extensive punishment phantasies, but generally she 
has maintained a fair equilibrium in the face of some real difficul- 
ties. Particularly her anger and defeated sex urges have stimu- 
lated her “ prostitution ” phantasies, but she is too much attached 
to her mother, and too conscientious, to take a single step towards 
delinquency. Her mind is very fertile in phantasies of torture. 
She is somewhat suspicious, and she has shown a curious over- 
reaction to the threat of loss of her wedding presents, which at 
times seem to assume primary importance in her marital situation. 
She has relatively little trouble with a sense of guilt. Her social 
difficulties arising from her anger reactions she manages well, 
mainly by a simple rationalization. Her conscious sexual urge is 
slight, and there is no guilt reaction relating to the sexual life, 
since it has been entirely free from blame-worthy acts. All in all, 
her adjustments remain as they were in childhood: she is depen- 
dent, becomes panicky if faced with the prospect of needing to 
take initiative, may react with spells of violent anger and abandon 
when affronted or denied justice, threatens dreadful things which 
she knows she will not do, may when angry or excited be remark- 
ably uninhibited and unabashed in telling her most private affairs ; 
but most of the time she is pleasant and cooperative. 


SUMMARY AND CONCLUSIONS. 


Materials accumulated in the study and treatment of nine women 
whose mal-adjustments have taken forms essentially sociopathic 
in nature are here presented in the hope of at least indicating the 
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directions in which search is to be turned in the investigation of 
types of mal-behavior in women which are of interest and impor- 
tance from the sociological, more especially criminological, point 
of view. The term “ sociopath” is advanced to comprise a class 
of mentally deviated persons whose conduct is significantly at vari- 
ance with social or cultural standards of the group; but while all 
mal-behavior is regarded as sociopathic phenomenon, the sociopath 
is here understood to be one in whom persistent mal-behavior is 
related to serious distortions of personality. 

The nine cases are first outlined with reference to the type and 
extent of the sociopathic behavior, and it is seen that while these 
women are not “criminal,” they display reactions widely at vari- 
ance with social demands and belong to a class which may properly 
include many criminals, if we consider behavior in its psychologi- 
cal or psychopathological aspects rather than in the purely 
penological. 

Diagnosis, further than is already indicated, is not taken to be 
very important. Five of the nine women have at some time been 
thought of as psychotic, but no one of them ever displayed a typi- 
cal psychotic reaction, or has remained long in any definite psy- 
chotic condition. On the other hand, their sociopathic behavior is 
prominent and persistent. 

Family trees have not been explored thoroughly, and therefore 
the factor of heredity cannot be discussed competently. As is 
usually the case in psychiatric studies we do not know much about 
the purely native handicaps, but it may be assumed that they are 
not entirely absent. We find in every instance, however, at least 
one outstanding person in the family who shows pronounced devia- 
tion from normal personality. In each case there is the difficult 
mother, at least the stressful mother-child situation in which the 
difficulty may be traced in part to mal-adjustments of some kind 
on the part of the parent. The patients have all shown strongly 
ambivalent attitudes towards these difficult mothers, and the 
mothers are never loved in full confidence as reciprocating lover. 
Attachment to the father, not always for the same reason, appears 
to have been hard for the daughter. The critical mother seems to 
be the chief obstacle, but despite the critical attitude, or perhaps 
because of it, seven of the girls show some identification with the 
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father in respect to sociopathic tendencies. On every side, in the 
family, the love life of these people seems to be thwarted. No 
one of them grew up in a peaceful home situation ; although strife 
may not have been strikingly manifest, and there is not much 
display of deep conflict and there is expressed no profound hatred, 
the absence of peace is noticeable. 

The history of the infancy of these patients is disappointingly 
incomplete, but there is evidence in eight of the nine that there 
were deviations from normal personality in the infantile period, 
or at least that there were conditions which could not have failed 
to influence adversely the adjustments of the child. 

Feelings of inferiority were recoverable in eight of the cases, 
recognized and acknowledged, and in the ninth are readily inferred. 
The feeling of inferiority is prevailingly developed with reference 
to the critical or dominating mother. 

In the sexual life the predominant tendency in all is toward at 
least superficially normal heterosexual attachment. Overt homo- 
sexual behavior is known to have occurred in only one case, but 
is patently potential in three others. Masturbation is not at all 
prominent. In four cases it seems never to have occurred, and in 
only two or three was it developed as an habitual form of 
gratification. 

General social adjustment of all was poor. All had adapted 
badly to the more formal phases of social life, and all are probably 
habitually uncomfortable in their social life. In some cases the 
social difficulties were exceedingly deep and troublesome. 

The handling of the guilt reaction is a central problem of the 
sociopathic behavior developments, since we must assume that 
the sociopathic mind must suppress the guilt feeling if it is present, 
or otherwise treat it or react to it in an unusual way in order to 
advance in his anti-social career; that is, to be freely sociopathic, 
one must not be inhibited by, or made ill by, the feeling of guilt. 
There does not appear, in these cases, to be any uniform guilt- 
status or technique for its management. Guilt feeling has been 
strong in the group as a whole, and we cannot find any evidence 
of true “repression” of it. In some cases, guilt feeling seemed 
to be pleasure-toned, or to be accepted as a phase of desired pun- 
ishment. There was some evidence also of a kind of fascination 
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with sociopathic behavior, which had probably erotic accentuation 
or foundation. The guilt feeling was managed to some extent by 
efforts to repress love for the inhibiting person, or by exploiting 
the feelings of hate and revenge. There is prolific rationalization 
by which the guilt is in superficial ways projected, particularly upon 
the “ unjust ” mother. 

Such formulation of cases as is attempted tries to trace the 
major motivations through the processes of stress or subjective 
mal-adjustment, the development of the sociopathic technique and 
the breakdown and readjustment of the adaptation when these 
occurred. There is much material, in dream production, phantasy, 
symptomatology, which leads us back to early mal-adjustments but 
there is no outstanding conclusion to be drawn from it in respect 
to the group as a whole, except that the mal-adjustments are 
deeply seated and complicated, and have no simple, single back- 
ground, much less a discoverable episodic or traumatic foundation. 
On the other hand, there is nothing in the investigation which 
might bring us near to any conception of some “ moral” or social 
“ deficiency ” as the basis of such sociopathic behavior. 

The most general and most prolific production of these persons 
is a type of behavior or technique which may appear as incompati- 
bility. There is some invalid reaction, but the chief foundation of 
their sociopathic careers is the tendency to display in various social 
relations techniques based upon anger or hatred in attempts to 
dominate, and their inability to advance beyond this stage fully, 
in their socialization. As compared with the behavior patterns of 
males who show similar early mal-adjustments, particularly those 
based upon over-demand and deprivation, the women seem to lack 
conspicuously the eventuation into any specialized delinquent be- 
havior. These women neither steal nor drink nor run away nor 
gamble, and they do not, in fact, show any tendency towards fas- 
cination with some particular misconduct so often observed in 
the males. This may be incident to selection of cases, but it does 
not appear to be so. We can see some tendency towards fascina- 
tion with emotional expressions such as anger reactions, or with 
the sociopathic behavior or personality as a whole—a kind of pride 


in incorrigibility ; but the specific pattern seen in the male seems 
to be absent from these cases. 
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TRANSVESTISM OR EONISM. 
DISCUSSION, WITH REPORT OF Two CASES. 


By C. B. HORTON, M.D., 
Resident Psychiatrist, Strong Memorial Hospital, 
AND 
ERIC KENT CLARKE, M.D., 


Associate Professor of Medicine, University of Rochester School of Medi- 
cine and Dentistry; Psychiatrist to the Strong Memorial Hospital. 


That psychic phenomenon whereby certain individuals are im- 
pelled to behave or dress like the opposite sex, or enjoy doing so, 
is still one of the numerous unsolved problems of psychiatry. 
Many studies of this interesting manifestation have been made but 
so far no uniformity of opinion has resulted. 

The first scientific report of the phenomenon was made by Krafft- 
Ebing who called his case “ metamorphosis sexualis paranoica.” 
He regarded it as a borderland psychopathy related to paranoia. 
In 1911 Austin Flint reported a case of “ Sexual Inversion with 
Complete Sexual Anesthesia.” This paradoxical label hid an ex- 
ample of cross-dressing. When Hirschfeld, in 1910, published 
his “ Die Transvestiten,”’ the state received its more popular name 
and came nearer being considered an entity. Havelock Ellis in 1928 
published his studies on cross-dressing and decided on using the 
name “eonism” which he had already considered years before 
(1913). Ellis considered that the term “ sexo-zsthetic inversion ” 
was undesirable as apparently implying homosexuality in all cases, 
and also on philological grounds as a hyphenated Greco-Latin 
undesirable. 

The studies of transvestism may be roughly grouped as psycho- 
analytic, and non-analytic. The non-analytic studies have the dis- 
advantage of making little attempt to explain the “ why” of the 
manifestation. Their deepest explanatory efforts are studies of the 
subjects’ introspections, which, granting their honesty, may be mis- 
taken. The analytic studies suffer from paucity of cases. Freud 
himself has said or written little of this disturbance. Nevertheless, 
the eventual understanding of this often bizarre phenomenon will 
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probably depend on the analytic investigation of the transvestist’s 
unconscious. 

As a result of his, non-analytic, studies, Magnus Hirschfeld, in 
1923, classified transvestism as follows: 

1. Heterosexual variety. 

2. Bisexual variety, with an attraction to virile women and ef- 
feminate men. 

3. Homosexual variety. 

4. Narcissistic variety, in which the masculine part of the sub- 
ject’s nature finds satisfaction in his feminine parts. 

5. Asexual variety, often impotent and completely satisfied by 
some feminine occupation. 

The classification which Moll put forward in 1921 is less enlight- 
ening. He recognized heterosexual and homosexual types and 
spoke of a non-psychosexual obsessive type. These are largely 
a rearrangement of Hirschfeld’s types, but Moll added a type in 
which the cross-dressing was due to ulterior motives, cases which 
others have termed “ pseudo-transvestism.”’ 

Havelock Ellis, studying the subject by the introspective method, 
decided that the variations in type of the phenomenon were nu- 
merous but described two most common forms. The most common 
form was one “in which the inversion is mainly confined to the 
sphere of clothing.” The other is “less common but more com- 
plete, in which cross-dressing is regarded with comparative indif- 
ference but the subject so identifies himself with those of his 
physical and psychic traits which recall the opposite sex, that he 
feels really to belong to that sex, although he has no delusion 
regarding his anatomical conformation.” Discussing the “ why” 
of eonism, Ellis concluded that it was a form of erotic symbolism 
having resembiances to “ erotic fetichism”’ and to “ narcissism or 
erotic self-admiration.” He did not admit that it could be identi- 
fied with either fetichism or narcissism. Ellis mentioned the pos- 
sibility of eonism being an atavistic manifestation and it is inter- 
esting in this connection to recollect the Chinese custom of dress- 
ing the women—the workers—in trousers, and the men—the 
drones—in skirts. 

The psychoanalytic studies of transvestism, although promising, 
are as yet by no means definite. Sadger, in 1921, described a num- 
ber of cases and in a general way he may be said to have found 
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the basis of the phenomenon in the CEdipus complex and in the 
effort of the patient to identify himself with his mother. In 1923, 
Stekel, in his “ Der Fetischismus,” considered transvestism as a 
form of fetichism in which the garments of the opposite sex were 
the fetich. One of the latest reported analyzed cases is that of 
Fenichel, 1930. Fenichel found the following mechanism. The 
male cross-dresser is a fetichist and therefore believes in the phal- 
lic woman and identifies himself with her. His cross-dressing has 
a twofold meaning: First, it is an erotic act referred to a feti- 
chistic object. Second, it is narcissistic, and he himself is represent- 
ing a phallic woman. As a phallic woman he is seeking the love 
of the father. At the same time, as a little girl, he is seeking the 
love of the mother. 

It must, of course, be borne in mind that the mechanisms re- 
vealed by psychoanalysis are unconscious, so that the analyzed 
patients might easily have produced the same introspections as 
did the patients of Hirschfeld and Ellis. On the other hand, 
analysis of the non-analyzed patients might have disclosed the 
same mechanisms as those found by Fenichel and the other ana- 
lysts. Neither of our own two cases have been analyzed. Their 
reports follow: 


Case 1.—Mrs. Alice Lorena Firth was brought to the psychiatric division 
of the Rochester Municipal Hospital (on 10-30-29) in order that her sex 
should be determined. Doubt regarding her sex had arisen at the Monroe 
County jail where she had been detained the previous night. 

The patient gave the following history : 

Father was John Wilson, a farmer and lumberjack, who was killed in an 
accident during the infancy of the patient. Nothing definite is known of him 
or of his parents. Mother was Alice , a French immigrant. She mar- 
ried a hotel-keeper shortly after her first husband’s death. She died in 1922. 

The maternal family suffered from a glandular dystrophy which resulted 
in many of them attaining mastodonic proportions; e¢. g., the grandparents 
each scaled over 500 pounds while an aunt weighed 640 pounds. 

Until the age of five Alice lived with her mother and stepfather. She 
played around the hotel and bar-room, learning to smoke cigarettes when 
aged only four. At five years she was taken by the obese aunt already men- 
tioned and it was with this aunt and her husband that Alice spent most 
of her early life. The aunt was employed in a midway exhibit in a circus, 
being called “ Little Emma,” while her husband was a high diver. When 
Alice was eight years old she was diving into a tank from a reputed height 
of 75 feet, in the same sideshow as her uncle. Several narrow escapes con- 
vinced the uncle that diving was too dangerous for Alice, so she did ground 
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work, riding bare-back, charming snakes, etc. For several years this queer 
family continued in carnival and circus work; but after a fatal accident had 
removed the uncle, the others gave it up. 

Alice then worked as a factory hand, waitress, etc., for six years. She 
married Harold Firth five years ago, the ceremony being merely a civil 
one before a judge in Buffalo, N. Y. For five years the two lived together 
until the police arrested both on liquor charges. At the jail the sheriffs 
believed that Alice was a woman but the matron insisted that she was not. 
The issue was in doubt at the time of her admission to hospital. 

Physical Examination—In general appearance the patient was an adult 
white person in the early thirties. Hair cut in a feminine “bob.” Clothing 
was of feminine type but dirty and much stained with perspiration. Voice, 
gait and general manner were quite feminine. 

The only abnormal findings were dental caries, pyorrhoea alveolaris with 
marked fetor oris, chronic pharyngitis, and a small acute inflammation of 
the right index finger. 

The secondary sexual anatomical characteristics were definitely male, with 
a beard requiring daily shaving, hair on chest, and masculine distribution of 
pubic hair. The shoulders were stooped from the “debutante slouch” gait, 
but they partook of the generally powerful musculature. 

The external genitalia were normal male, the only unusual finding being a 
redundance of the scrotal skin which was whiter and thicker than is usual. 

Tattooed on the right arm were the initials “ A. L. W.” which Alice said 
stood for her maiden name 

Psychometric Examination—Examination by the Stanford revision of the 
Binet-Simon technique showed the mental age as 12 years. 

The patient’s sexual history is that she was raised as a girl and kept under 
close surveillance by her elders so that she was about 16 before any question 
as to her actual sex came into her mind. At that time she discovered by 
reading in a family “doctor book” that she was not a normal female. Alice 
was not greatly concerned over the problem of sex and apparently con- 
cluded that although her anatomy was atypical, she was nevertheless a 
woman. She said in answer to a question, “ Because I wasn’t a natural born 
woman.” Alice’s only reported adventure in sex was her marriage. 

Mrs. Firth’s relation to her husband has been a peculiar one. Early in 
their married life he discovered his wife’s true sex, and being himself essen- 
tially heterosexual, he consorted with loose women although he denied hav- 
ing indulged in much promiscuity. In spite of the absence of genital attrac- 
tion, this couple lived together for five years, the husband turning over to the 
wife all his wages except enough for his minor needs, and the wife keeping 
house, getting the meals and in general conducting the ménage. Alice es- 
teemed the husband very highly, saying that although he held no sexual 
attraction for her, he was a protector to her. 

Alice’s personal friends were principally the wives of her husband’s friends, 
whom she visited on characteristically feminine errands. Although these con- 
sidered her queer and possibly masculine, none suspected her sex. Even the 
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patient’s relatives-in-law guessed nothing of her sex. She asserted that prior 
to her marriage, she had shared lodgings with working girls of her own 
age and her sex had never been questioned. 

Before her release the patient avowed that she felt and thought as a woman 
and asserted that even if the police ordered her to assume male garb, she 
would soon resume her feminine attire. 


Interview with Harold Firth—Harold Firth, the husband, was 
seen. He was a tall, gawky, sheepish-looking fellow of early mid- 
dle age. He appeared to be not overbright. Investigation showed 
that he came from a decent modest family. Regarding his mar- 
riage he said “ I married her to spite somebody ; but I guess I only 
spited myself.” His wife’s real sex had never become generally 
known and the reason he gave for not leaving her was that it would 
upset his parents, who were quite old and from whom he expected 
to inherit a little money if he could keep from becoming estranged. 


CasE 2.—Fere Chapleau was a bell-boy at a summer hotel in a Canadian 
lake district. He was in his early twenties at the time. His regular winter 
occupation is not known. At the hotel he was assigned quarters with the 
clerk, the golf professional and the members of the orchestra. After a few 
weeks he abandoned these quarters because of the frequency with which he 
was disturbed by the others’ alcoholic indulgences. Fere was never known 
to get under alcoholic influence and rarely touched liquor. When he aban- 
doned his quarters he slept in a small out-of-the-way room which had not 
been used for anything in particular. There is no evidence for supposing that 
he did anything other than merely change his sleeping quarters. He remarked 
that he did not approve of the excesses of his companions. 

Fere’s companions were very glad to see him leave their rooms. They 
regarded him as different. One said “He should have been a girl,” and 
this sentiment was quite prevalent among them. Fere was ultra-particular 
about his appearance, his manners and his speech. “ Ladylike” would have 
described him. 

It was the chief of Fere’s pleasures to impersonate a woman and he had 
numerous opportunities to do so. Masquerades were of frequent occurrence 
and the usual state of affairs was that the girls were all dressed as men and 
the men dressed as women. Fere took the fullest advantage of this. As 
he became recognized as an accomplished female impersonator, it became 
easy for him to obtain suitable clothing, jewelry, cosmetics, etc., and at one 
masquerade he was able to obtain a genuine pearl necklace to wear. His hap- 
piness was complete when he was in corsets, low-necked dress, women’s 
shoes, necklace, bracelets, earrings and rouge. Not only on the night of the 
masquerade would he dress up, but also on the previous day he would have a 
full dress rehearsal, with other semi-dress rehearsals, and for a day or so 
after the dance he would always be getting into his “costume” again, so 
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that someone who had missed him could see what he had looked like, or so 
that he could have his picture taken or on some other excuse. 

Fere not only left his sleeping quarters among the male employees, but 
when a shortage of waitresses occurred, stepped into the breach and became 
the only male waiting on the tables. He was often referred to as a “ wait- 
ress” by others and even by himself. He would jokingly boast “ Mrs. A. 
says that I’m the best waitress she’s got.” He took great pride in his ability 
to excel the waitresses at their own work. 

Fere was overtly heterosexual. He preferred the company of women. He 
grasped the opportunity to work with them and as one of them. He spent 
most of his spare time in their company where he was very well liked. 
Whether he ever indulged in actual sexual intercourse is not known but is 
very doubtful. 


We believe that these two cases are of interest in view of Have- 
lock Ellis’s statement that the tendency of transvestism is to occur 
among the “ educated, refined, sensitive and reserved.”’ Neither of 
our cases was educated or truly refined, and the sensitivity and 
reserve seem exotic. Sensitivity and reserve did exist, although in 
a depraved form in the case of Mrs. Firth, but it seems to us that 
these characteristics may have been actually symptoms of the trans- 
vestism, part of the feminine cloak. In Ellis’ own cases these 
characteristics seemed to be in their native habitat and may have 
appeared as a conditioning factor of eonism, but in our cases that 
could hardly be. 

In the case of Mrs. Firth we have an example of what seems 
true transvestism, having its origin in cross-dressing from ulterior 
motive on the part of the parents and foster parents. We have as- 
sumed, and we believe with fair reason, that the motive for dress- 
ing Alice as a girl was to be able to capitalize on the boy’s strength 
displayed by a “ girl.” The oceupations to which the child was put 
shows that this attempt was made. 


MENOPAUSE AND PSYCHOSIS.* 


By C. B. FARRAR, M.D., 
Director, Toronto Psychiatric Hospital, Associate Medical Director, Canadian 
National Committee for Mental Hygiene, 
AND 


RUTH MacLACHLAN FRANKS, M.D., 
Senior Assistant Physician, Toronto Psychiatric Hospital. 


There is a popular idea that nervous symptoms of one kind or 
another may be expected to feature the transition period of the 
menopause ; and it is natural enough for women approaching or 
traversing this phase of life to attribute to its mysterious influence 
not only certain common physiological effects, but various intercur- 
rent disabilities as well. Indeed, the physician himself is prone to 
see in the temporal association a causal relationship to explain 
the psychosis or nervous syndrome which may occur during the 
change of life. 

In earlier classifications it was common to find descriptions of 
epochal disabilities as constituting some sort of clinical differentia- 
tion; notable among these were the so-called reproduction psy- 
choses—the mental disorders of pregnancy, puerperal states, men- 
strual psychotic conditions, and finally the climacteric psychoses. 
As clinical groups these conditions have disappeared from contem- 
porary psychiatric literature. 

It may serve a purpose however, in studying etiology, as well as 
to meet the practical issues of treatment, to group together morbid 
states appearing at certain age-periods. Particularly in the life of 
women, puberty and the climacteric represent life-phases which 
are called “ critical,” and during which it has been commonly held 
nervous or psychic disturbances are unduly frequent. 

Confining our attention to the menopause, the following ques- 
tions suggest themselves: Are mental disorders relatively more 
frequent in the interval from 40 to 55 than at other times of life? 
What clinical types occur in this period? Are any of them limited 


* Read at the 98th annual meeting of the British Medical Association, 
Winnipeg, Manitoba, August 26-29, 1930. 
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to the menopausal epoch, or do they differ in any way from psycho- 
ses of other age periods? What part is played by the age factor ; by 
the physiology of the period; by the constitutional make-up of the 
individual ; by concurrent living conditions? What is the relation- 
ship of menopausal psychoses to those of the involutional period 
and senescence? What conclusions can be drawn as to indications 
and outlook ? 

Age of Incidence——The question of incidence is not as simple 
as might at first appear. The traditional opinion is that there is a 
relative increase in frequency of mental disturbances during the 
climacteric years as compared with the preceding period; and also 
among women at this phase of life as compared with men of cor- 
responding age. DeFursac states that the maximum incidence of 
mental disease in women is between the ages of 45 and 65. Hen- 
derson and Gillespie, on the contrary, place the period of maximum 
incidence between 25 and 35. Pollock’s figures indicate a practically 
stationary incidence rate between the ages of 40 and 50 with very 
slight tendency to increase during the two decades from 35 to 55. 
Phelps found the curve of incidence almost level between the ages 
of 30 and 70 with a very slight rise between 40 and 60. 

Our own findings, based upon observations extending over a two- 
year period, 1928-30, are shown in Figs. I and 2, and Table 2. 
From available data the conclusion hardly appears warranted that 
there is materially greater frequency in mental disabilities in women 
during the fifth decade than at other times of life. Figures showing 
comparison between the sexes are scarcely more satisfactory al- 
though Kraepelin indicates a slightly increased tendency to mental 
disturbances, notably depressions, among females of the ages 45-60 
as compared with males. 

It would appear that menopausal nervous disorders may be 
slightly more frequent among single than among married women 


(Table 1). 


TABLE 


RATIO OF INCIDENCE, CLIMACTERIC PsycHOsEs, TO ToTAL FEMALE POPULA- 
TION, AGES 40-55, City oF ToroNTO, BASED ON 
HospPiTaL ADMISSIONS. 


Estimated Climacteric 
population psychoses Ratio per 
1929. 100,000 


1931] C. B, FARRAR AND RUTH MacLACHLAN FRANKS 1033 
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TABLE 2. 
CoMPARATIVE AGE INCIDENCE. 
Total Number of 
female climacteric 
Age. admissions. cases. 
168 61 (36.3%) 


In the correlation chart (Fig. 3) the individual cases in this study 
are shown with reference to age of onset both of the menopause 
and of the psychosis. The chart also indicates the age limits arbi- 


Age| of JO|N|S|E|T| 
of | Yrs. 47/48/49) 50/51 (52/53 
0} | 39 x 2\7 
N 40 2\6 
S| | 41 8\5 
FI | 42 at 3/4 
Tl | 43 8|3 
44 2\2 
of | 45 7\1 
46 » 
P 47 6 |-1 
S| | 48 x 4 |-2 
Y 49 x 6 +3 
| 50 x 4 |-4 
H 51 3 |-5 
52 
S 53 2 |-7 
] 1/4/14 


Coefficient of Correlation = 0-94 
Fic. 3. 
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trarily established for defining the climacteric group. It will be 
observed that only those cases were included in which mental symp- 
toms appeared within two years before or after the first physical 
signs of the menopause. That this arbitrary five-year range by no 
means signifies increased prevalence of mental disorder during the 
climacteric years is clear from Fig. 1. At the same time it will be 
seen that among psychoses in which any relationship with the meno- 
pause may be assumed, the majority do occur within the year when 
the first physical symptoms are reported. Thus in 37 cases (60.6 
per cent) of this series first evidences both of menopause and psy- 
chosis arose within the same year. 

The earliest menopause in our group occurred at 39, the lat- 
est at 53. 

Clinical Types—The dominant psychoses of the climacteric 
period are various kinds of depression. These greatly outnumber 
all other forms of mental disturbance. The same, however, is 
notoriously true of the involutional period in both sexes ; and meno- 
pausal depressions appear to show no distinctive characteristics 
clinically except such as might be accounted for by the age factor 
itself, particularly where associated with marked arteriosclerosis. 
One may observe, therefore, as the simplest form that shown in 
the accompanying table (Table 3) as reactive depression. This 


TABLE 3. 
DIAGNOSEs IN CLIMACTERIC Group * (60 CAsEs). 

No. of 

cases Percentage. 
Endogenic depression (excluding involutional melan- 

Involutional melancholia 6 10. 


* The first heading, “ Neurotic reactions ” is included for completeness. This diagnosis 
covers the milder varieties of nervous disturbance met with in general practice, but which 
do not find their way to hospital. 


group includes uncomplicated and mild reactions to outside causes, 
in which the mental state might be regarded as appropriate to the 
situation except for its morbid exaggeration. In this group exo- 


| 
| 
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genic factors play a much larger part than in any of the others. 
Nearly a third of our cases took the form of reactive depression. 

Next come the depressions which properly belong in the manic 
depressive category and which may in no conspicuous way differ 
from the endogenic depressions at other ages. Not infrequently the 
history indicates similar reactions in earlier life ; while in other cases 
the climacteric situation offers favorable occasion for a first 
attack. Thirty-five per cent of our cases are included under endo- 
genic depression. 

We may recognize a third variation of the depressive reaction 
in the so-called involutional melancholias, although it is not clear 
that other than age factors are operative in producing a clinical 
differentiation. This differentiation shows itself in three familiar 
ways: (1) The tendency to long duration or chronicity; (2) the 
frequency of agitated and anxiety states; and (3) in the ideational 
content in which retrospective self-blame with religiose trends are 
conspicuous. 

States of manic excitement occur at the menopause although 
much less frequently than depressive attacks. 

Next to the depressions in importance are the cases which may 
be taken together as the paranoid group. They are relatively few 
and include a variety of conditions, aggravations of constitutional 
personality trends, delusional states not distinguishable from later 
involutional paranoids, and occasional instances of late przcox, 
although this diagnosis is not as common as formerly. In our own 
group there is only one case which was best described as a precox 
paranoid, and in this one the psychosis was actually of long stand- 
ing, inclusion in the climacteric group being warranted only by the 
fact that a noticeable aggravation of symptoms necessitating hospi- 
tal care had occurred during this period. 

If there is one symptom in any sense characteristic of the cli- 
macteric paranoids it is the jealousy syndrome, together with cer- 
tain sex delusions both of the persecutory and the self-accusatory 
types. 

It is a matter of common observation that none of the psychotic 
forms referred to is limited to the menopausal epoch, which is a 
period of transition in most cases to be separated from those of 
involution proper and senescence. As, however, the rapidity of the 
aging process, physical and mental, is an individual or a familial 
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affair, it goes without saying that involutional psychoses may arise 
during the climacteric, that the simple psychoses of the period may 
take on involutional characteristics, or that finally a menopausal 
psychosis may pass insensibly through a long course into senile 
deterioration. 

The finding that there is nothing clinically specific in the mental 
disturbance of the transition years is in keeping with the opinion of 
the gynecologists and internists that in general no medical condi- 
tion is observed at the climacteric which does not appear at other 
times of life also. 

Factors in Climacteric States ——It is convenient to consider fac- 
tors involved in mental changes at the menopause in the way shown 
in Table 4. In this table our cases have been grouped according to 


TABLE 4. 
MENOPAUSAL PSYCHOSES. 


OUTSTANDING FACTORS. 
Per cent of 


No. of total cases 

cases. (61). 
A. Exaggeration of constitutional traits.......... 29 47.54 
B. Physiology of the menopause................. 27 44.91 
C. Habitual menstrual variation.................. 6 9.83 
D. Early involutional changes................... S 13.13 
E. Psychology of menopause...............00005: I 1.63 
F. Factors independent of life epoch.............. 17 26.23 


what seemed to us the most conspicuous feature of pathogenesis. 
The several classes are not mutually exclusive. On the contrary, it 
was the rule to find two or more factors operative in nearly every 
case. This, of course, is wholly in keeping with contemporary views 
of etiology in mental disturbances in general. There is always a 
concert of pathogenic factors. Accordingly it will be observed that 
in the table the sum of the percentages exceeds one hundred. 

The first five items represent endogenic factors; the last one 
exogenic. Among the former, habitual pre-climacteric status of 
the individual, that is the constitutional make-up mental and physi- 
cal, is undoubtedly the most important single item. Under consti- 
tutional are included both the prevailing status and reaction mode 
of the individual and the antecedent hereditary and familial traits. 
In one-third of our cases the immediate family history showed 
mental disease or abnormality conspicuous enough to be recognized 
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by the layman. In perhaps one-third of the remainder information 
was incomplete. Taking into account the further fact that a careful 
psychiatric examination often reveals clear evidences of mental 
abnormality which easily escape casual observation, it will be seen 
that our estimate of positive inheritance in approximately 33 per 
cent is lower, and probably considerably lower, than the true figure. 
In a little more than one-fifth of our cases the constitutional factor 
had shown itself in previous definite phases of mental disease. 
From what has already been said it will be understood that promi- 
nent constitutional characteristics are not confined to the first cate- 
gory in Table 4. They were present in each of the other groups, 
usually conspicuously so, and could be demonstrated also in most 
of the cases of the last group representing exogenic causal factors. 
It seems safe to say that the more careful the inquiry an ‘ the more 
complete the information as to constitutional makeup and family 
stock, the smaller the number of cases in which these endogenic 
trends do not assume an important role in menopausal psychoses, 
similarly to those occurring at other times of life. Such trends were 
demonstrable in at least go per cent of our cases. 

Illustrating the importance of endogenic causes Wiesel cites the 
case of twin sisters who had been living under entirely different 
conditions and had developed very different life interests. The 
onset of the menopause in these two sisters coincided almost to 
the day and showed almost identical somatic and psychic phe- 
nomena—hypothyroid reaction with increase in fat, dry mucose, 
pruritus, falling hair, fatigability, forgetfulness, mental slug- 
gishness. 

Under physiology of the menopause have been placed cases in 
which the generally familiar physical changes and subjective com- 
plaints associated with the change of life were decidedly exagger- 
ated. Out of the combined symptoms of physical discomfort or dis- 
tress and the associated nervousness, worry, hypochondriacal or 
suspicional tendencies, emerged the psychosis, although here, too, 
constitutional mental trends could usually be demonstrated. 

A small and interesting group has been set down in which the 
menopausal phenomena could be interpreted in terms of habituai 
menstrual variations. Here we had to do with those miniature 
psychotic states sometimes spoken of as menstrual psychoses. states 
of excitability, but more often depression, passing a little outside 
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physiological bounds ; and at the climacteric occurred a similar reac- 
tion writ large, with or without modifications incident to the aging 
process, organic factors or external circumstances. 

Another small group comprised cases with combined manifesta- 
tions of the transition and involutional years. These were the 
severer and less hopeful cases with signs of early physical senility 
along with psychoses showing involutional characteristics such as 
have already been mentioned. 

In thinking of the psychology of the menopause we ask our- 
selves the question: What is the significance of the subjective state 
of woman during the transition years in the production of an even- 
tual psychosis? Assuming that many women look forward with 
more or less misgiving to this time of life, may there exist in this 
somewhat general mental habit a psychogenic factor of importance? 
Again, during the period itself is there an introspective tendency, 
a discomfiting mental stock-taking and retrospect which may lead 
to a psychotic condition? Our observations tended to minimize the 
importance of these factors. We found only one case in which, 
if one might so express it, morbid psychologizing on the part of the 
patient had played a conspicuous part in her trouble. This patient, 
a business woman, single, age 47, had all her life experienced an 
almost obsessional dread of the change of life, owing in large part 
no doubt to the fact that two of her close friends had suffered from 
climacteric psychoses. With her the habitual apprehension in- 
creased as the critical period approached and she felt that her fears 
were being realized. She experienced a relatively mild depressive 
reaction which yielded promptly to treatment. She was in hospital 
only three weeks. 

It is noted in Table 4, that in about one-quarter of our cases out- 
side conditions are listed as important etiological factors, dominat- 
ing the picture. Among these cases we found patients who had 
reacted unfavorably, usually with depression, to various hardships 
incident to later life, domestic difficulties, death in family or other 
painful home changes, economic distress. In this group the reactive 
nature of the mental disturbance was more obvious than in the 
others, and here also were to be found most of the patients who did 
not show clearly constitutional predisposition. 

Associated Physical Disabilities —Physical examination of pa- 
tients at the time they came under observation for mental disabili- 
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ties threw very little light on the origin or pathogenesis of the psy- 
chosis. The data in Table 5 are interesting in showing that pelvic 


TABLE 5. 
PHYSICAL DISABILITIES IN CLIMACTERIC GROUP. 
No. of 

General cases. Percentage. 

Cardio-vascular, renal, respiratory, miscel- 

Pelvic 


disease figured in a very small number of cases, and that in the 
majority (55 per cent) no appreciable physical disability existed. 
Physical Types ——Observations thus far made on the relative fre- 
quency of psychoses in the pyknic or asthenic-athletic types are 
not conclusive. According to Wiesel women with pyknic build and 
showing well marked sex differentiation in both mental and physi- 
cal characters are likely to pass through the menopause without 
upset physical or mental. On the other hand, asthenic or robust 
types, showing conspicuous intersexual traits are held to be more 
liable to menopausal disturbances. Observations of this kind re- 
quire confirmation. In 55 of our cases showing fairly well-defined 
physical types as shown in Table 6, the pyknic makeup seems to 


TABLE 6. 


MENOPAUSAL PsyCHOSES. 
TYPES OF PHYSIQUE (55 CASES). 


Pyknic. Asthenic. 


Renctive 9 (16.36%) 8 (14.56%) 
Endogenic depression 5 ( 9.090%) 16 (29.00%) 
Involutional depression ................ 1 ( 1.82%) 5 ( 9.00%) 
3( 5.45%) 3( 5.45%) 


be by no means immune although a considerably greater number 

of menopausal psychoses were associated with the asthenic build. 

A curious finding was the fact that the endogenic depressions, 

which as phases of the manic depressive psychosis are believed to 

be more commonly associated with the pyknic physique, were found 
67 
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in our cases to be more than three times as frequently associated 
with the asthenic constitution. 

Prognosis.—Taking the group as a whole our observations agree 
in the main with those of most others who have reported cases, to 
the effect that the outlook in uncomplicated menopausal psychoses 
is relatively good. Three-fourths of our cases, as shown in Table 7, 


TABLE 
OvuTcoME IN CLIMACTERIC Group (59 CASEs). 
‘ No. of 
Discharged cases. Percentage. 
Recovered or improved...............ee000 44 74.58 
HOSPITALIZATION OF DISCHARGED CASES. 

558 days (Ca. 14 years) 


were eventually discharged recovered or considerably improved and 
able to return to their homes. Of the nine patients still in hospital 
at the time of writing, none had exhibited permanent involutional 
or senile changes. The average hospital period of 44 cases dis- 
charged recovered or improved was 44 months. This, of course, 
does not represent total duration of psychosis, the usually insidious 
development of which covered periods ranging from a few months 
to a year or more before admission to hospital. 

Runge reports involutional and menopausal depressions recover- 
ing after 7-8 years duration. Medows reports a depressive case 
lasting 16 years without apparent deterioration. Albrecht reported 
82 cases with recoveries in more than 50 per cent. About one-third 
developed as “ chronic melancholia’ and a few became demented. 
Prognosis is paranoid climacteric types is uniformly less favorable. 

Our inquiry does not cover the extensive group of cases which 
may be characterized as neurotic reactions. These are the mild 
types which do not advance to severe psychotic states and which 
are commonly dealt with outside of hospital. In many of these cases 
the classification “ neurotic ” or “ psychotic ” is clearly only a ques- 
tion of degree. 
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Résumé.—We might arrange in summary the important fac- 
tors in the development of abnormal mental and nervous condi- 
tions at the menopause as follows: 

(1) Somatic-psychic constitution. We do not know whether 
women of hypothetically sound constitution, mental and physical, 
develop psychotic or neurotic reactions at the menopause. Certainly 
the majority of women never develop such symptoms. It seems 
equally clear that of those presenting notable mental abnormalities 
the great majority exhibit pre-climacteric psychotic potential. 

(2) The biological situation of the menopause including endo- 
crine, vasomotor and metabolic changes. The precise relationship 
of these changes, however, to concurrent mental phenomena is 
unknown. 

(3) The age factor. In some cases this is obvious with charac- 
teristic mental and physical signs. In the majority it is inconspicu- 
ous or absent. 

(4) Concurrent external conditions. The climacteric is a critical 
time not only biologically, but often in the life relationships of the 
individual ; so much so that not infrequently the psychosis is to be 
regarded as largely reactive to such external circumstances. 

(5) There is a fifth point which perhaps deserves mention in 
closing, namely, the age-old tradition which unduly exaggerates 
the morbific potential of the climacteric. We have mentioned the 
inherent dread prevailing among women, which in one of our cases 
culminated in a realization of her earlier fears. There is a wide- 
spread assumption that trouble may be looked for when the change 
of life comes just as many people expect to be seasick when they 
cross the ocean. This state of the feminine mind in general is un- 
fortunately encouraged all too often by the medical profession and 
the opinion is too readily expressed that difficulties of all sorts 
occurring during the rather wide span of the transition years are to 
be attributed to the menopause. It is a commonplace to have women 
in the late thirties who are menstruating normally, and who may be 
complaining of strictly constitutional or reactive nervous symptoms 
in however mild a form, inquire anxiously if it is not the change 
of life which is approaching. In all these ways the menopause has 
come to be a bugbear which it does not deserve to be. It has been 
artifically tinctured with fears and apprehensions; and the fears 
and apprehensions themselves lead to troubles for which the meno- 
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pause as such is not primarily responsible. The transition period 
has been blamed for much nervous and mental illness that it has 
not caused or in which it is only a contributing factor. Its assumed 
pathogenic influence in the lives of womenkind seems almost at 
times a mild form of obsession. While the menopausal psychoses 
as a unitary classification have disappeared from text-books, the 
dread of them remains, to counteract which it is the profession 
itself which must take the lead in promoting a more wholesome 
mental-hygiene outlook upon what is, after all, among women a 
universal phenomenon. 


| 


THE HEMATO-ENCEPHALIC BARRIER. 


THe DIAGNOSTIC VALUE OF THE BROMIDE TEST IN 
MENTAL DISEASES. 


By S. KATZENELBOGEN, M.D., 


Henry Phipps Psychiatric Clinic [Department of Internal Medicine], 
Johns Hopkins Hospital; 


AND 
H. GOLDSMITH, M.D., 
Physician-in-Chief Psychopathic Hospital, Baltimore City Hospitals. 


The bromide permeability test devised by Walter six years ago 
gave a new impetus to the old problem of the so-called meningeal 
permeability. This function, or, to use the more modern and ap- 
propriate term, the function of the hemato-encephalic barrier, had 
been hitherto tested in two general ways: By the passage into the 
cerebrospinal fluid of blood constituents, such as hemolyzines 
(Kafka and Weil), urea, sugar, chlorides (Derrien), syphilitic 
antibodies (Dujardin), and of substances introduced into the 
general circulation: nitrate (Mestrezat), iodine (Sicard, Os- 
borne), uranine (Kafka, Schonfeld). These tests are expected to 
determine an increased permeability. They present the drawback 
of not giving any information regarding a decreased resistance of 
the barrier. 

Walter’s test opens thus a new chapter in the problem of ex- 
changes between blood and cerebrospinal fluid; allowing a more 
complete study of the barrier, namely its normal function, the rise 
and fall of its permeability. The physiopathology of the barrier 
and its pathogenetic significance in certain nervous and mental 
diseases in particular has been discussed in a previous communi- 
cation.’ This study will deal mainly with the problem of the diag- 
nostic value of the bromide test. 

The test was performed on patients who apparently had not 
preserted any definite incidental somatic condition and a record 
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was kept of their ages. Women have been submitted to the test 
between the menstrua, in view of their influence on the perme- 
ability of the barrier as shown by Heilig and Hoff. 

Our material comprises 186 cases which may be classified into 
the following groups: 

Psychosis with organic defect of the cerebrospinal system 

(anergastic reaction type )—67 cases. 

2. Schizophrenia (parergastic reaction type )—64 cases. 

3. Affective disorders: Mania, depression, agitated depression 
(thymergastic reaction type )—22 cases. 

4. Mental deficiency; idiocy, imbecility (oligergastic reaction 
type )—33 cases. 

Procedure.—The patients were given bromide by mouth, 3 gm. 
a day during five days. The sixth day lumbar and venous punc- 
tures were performed simultaneously. With this dosage, we ob- 
tained, in each case a sufficient concentration of bromide in blood 
and cerebrospinal fluid to allow a good reading in Buerker’s colorim- 
eter. The fluids were examined with regard to the Wassermann 
test, the content of protein, cells and Pandy reaction. 


DETERMINATION OF SODIUM BROMIDE IN BLOOD AND 
SPINAL FLUID. 


BLOOD 

I. 2 cc. serum into tube. 

2. Add 4 ce. 

3. Add 1.2 ce. trichloracetic acid (20 per cent). 

4. Allow to stand one-half hour, then filter. 

5. 2 cc. of filtrate into tube, add 0.4 cc. of 0.5 per cent acid 
brown gold chloride solution and mix. 

6. Read in Buerker’s colorimeter against standard bromide 
solution. 

Calculation: 


10x factor 
R 


Standard set at 10 in the colorimeter, R=reading of unknown. 


=mgm. NaBr per 100 cc. | 


CEREBROSPINAL FLUID. | 


I. 4 cc. spinal fluid. 
2. 0.8 cc. trichloracetic acid (20 per cent). 
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3. Let stand one-half hour, filter. 

4. 2 cc. filtrate into tube ; add 0.4 cc. of 0.5 per cent gold chloride 
solution ; mix. 

5. Read in colorimeter against standard bromide solution. 

Calculation: 


10x factor 
x4=mgm. NaBr per 100 cc. 
A 


Standard set at 10, R=reading of unknown bromide in fluid. 
The same standards were used for both, serum and fluid. 


PREPARATION OF STANDARD BROMIDE SOLUTION. 


When NaBr is added to serum (the serum being analyzed by the 
above procedure), one finds that not all of it is recovered: It was 
found that in a given quantity of serum, the amount of bromide 
not recovered was directly proportional to the amount added. The 
standards used with this method are made so as to counterbalance 
the unrecovered part of bromide, which proved to be on the aver- 
age 14.5 per cent (with variations of +4.2 per cent) in a certain 
number of experiments in various sera. 


Stock SOLUTION. 


One hundred and forty-two mgm. NaBr per 100 cc. H,O (keeps 
indefinitely ). The above figure (142 mgm.) is arrived at by taking 
into consideration the unrecoverable part of bromide (14.5 per 
cent), and the dilution of the serum. 


WorKING STANDARDS. 


Dilute 1.0 cc. of Stock Sol. up to 10 cc. with H.O, factor = 50 

Dilute 2.0 cc. of Stock Sol. up to 10 cc. with H:O, factor = 100 
Dilute 3.0 cc. of Stock Sol. up to 10 cc. with H.O, factor = 150 
Dilute 4.0 cc. of Stock Sol. up to 10 cc. with H.O, factor = 200 
Dilute 5.0 cc. of Stock Sol. up to 10 cc. with H:O, factor = 250 
Dilute 6.0 cc. of Stock Sol. up to 10 cc. with H.O, factor = 300 
Dilute 7.0 cc. of Stock Sol. up to 10 cc. with H2O, factor = 350 


To § cc. of each of the above dilutions, add: 1.0 cc. trichloracetic acid 
(20 per cent) ; 1.2 cc. of 0.5 per cent gold chloride solution. Mix and com- 
pare with the unknown. 
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According to Walter’s first communication the bromide perme- 
ability quotient (P. Q.) in normal persons fluctuates between 2.90 
and 3.30. Subsequently he raised the upper limit to 3.40 and finally 
to 3.50. In accordance with most investigators (Hauptmann, 
V. Rhoden, Malamud, etc.) the ratios 2.90-3.30 will be considered 
as normal standards in this study. 

1. Psychoses With Organic Defect of the Cerebrospinal System. 
(Anergastic Reaction Type.)—As Table 1 shows, investigations 
by various writers in this psychotic group have been concerned 
mainly with general paresis. Psychoses with alcoholism, cerebral 
arteriosclerosis, cerebrospinal lues, and senile psychosis are pre- 
sented by a relatively small number of cases. The results obtained 
thus far by various authors, without being quite concordant, give 
however, a definite impression that patients with psychoses of the 
anergastic reaction type are likely to have an increased perme- 
ability. We see that Kral, Strecker, V. Rhoden, Walter, Dalma, 
Siinderhauf, and Jacobi-Kolle, have obtained an increased perme- 
ability in a high percentage of cases—namely within the limits 
of 75-89 per cent. The findings of Prussak, Weil and Storring, 
point to a decreased resistance of the barrier in only about 55 per 
cent of their cases. Our own experience still accentuates the dis- 
cordance: Out of 67 cases of this group we found a low quotient 
(increased permeability) in only 29.9 per cent. And even in 
general paresis in which the highest permeability has been recorded 
by most investigators, we obtained a low quotient (high perme- 
ability) in 36 per cent out of 25 cases. 


SCHIZOPHRENIA (PARERGASTIC REACTION TYPE). 


Although the discordance among various investigators, as one 
may see from the figures compiled in Table 2, is markedly more 
pronounced in this group than in the previous one, yet one may 
also notice that those authors, whose study includes a large number 
of cases (Hauptmann, Storring, V. Rhoden, Malamud), have ob- 
tained fairly corroborating results, which point to a decreased 
permeability (high P. Q.) in 71 to 78 per cent of their cases. 
Walter in a study of 105 cases finds, however, a decreased perme- 
ability in only 52.2 per cent. Weil, Strecker, Kral and Dalma 
report a low permeability—between 25 and 50 per cent of their 


1931 | S. KATZENELBOGEN AND H. GOLDSMITH 1049 
TABLE 1. 
PsYCHOSES WITH ORGANIC DEFECT OF THE CEREBROSPINAL SYSTEM 
(ANERGASTIC REACTION TYPE). 
Increased 
No. permeability. 
Authors Diagnoisis of cases Per cent 
lues; cerebral arterio- Found 
Tabes ; cerebrospinal lues ; permeability 
acute alcoholism ..... 
Gendelevic-Rosenberg ........ 17 100 
Katzenelbogen and Goldsmith..Paresis 25 36 
Katzenelbogen and Goldsmith.. Senile psychoses ....... 9 
Katzenelbogen and Goldsmith.. Alcoholism ............ 13 
Katzenelbogen and Goldsmith. . Cerebrospinal lues ...... 12 
Katzenelbogen and Goldsmith. .Cerebral arteriosclerosis. 8 
TABLE 2. 
SCHIZOPHRENIA, 
[PARERGASTIC REACTION TYPE. ] 
Decreased 
No. of permeability. 
Authors cases Per cent 
Gendelevic-Rosenberg 28 


| 
Katzenelbogen and Goldsmith ........... 64 18.8 


| 
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cases. In our study of 64 cases of schizophrenia the quotients 
obtained suggest an increased resistance of the barrier in only 


18.8 per cent. 


AFFECTIVE PsyCHOSES—MANIA, DEPRESSION, AGITATED 
DEPRESSION (THYMERGASTIC REACTION TyPE). 
In manic depressive psychosis (Table 3) the meningeal perme- 
ability has been found to be mostly within normal limits, by Walter, 
Hauptmann, V. Rhoden and Malamud. In the studies of Jacobi 


and Kolle and our own, normal quotients have been obtained in a 
comparatively low percentage of cases. 


TABLE 3. 


AFFECTIVE DISORDERS. 


[THYMERGASTIC REACTION TYPE. ] 


Normal 
No. permeability. 

Authors of cases Per cent 

Katzenelbogen and Goldsmith............. 22 50 


AGE AND THE PERMEABILITY OF THE BARRIER. 


Experimental studies on animals demonstrate an increased 
permeability in the early period after birth: Behnsen observed this 
in mice who received trypan blue subcutaneously. 

Stern and Peyrot have found that in guinea-pigs sodium ferro- 
cyanure passes from the general circulation into the cerebrospinal 
fluid only in the first months of life. In rabbits, rats, mice, dogs 
and cats the passage takes place only in the first days after birth. 

Analogous observations have been made in children: Leonov 
has found an increased permeability to uranine in the first year. 
Kruse noticed a high permeability to bromide much more fre- 
quently in the first quarter after birth than in the period between 
the second and fourth quarters. 

Biichler, using the bromide test also finds a correlation between 
age and permeability. The latter, in contrast to the cited findings 
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in young animals and children, would increase with age, so that 
in individuals over 60 years old high permeability is likely to be 
found. 

The investigations of Hauptmann, Walter, Storring, Malamud, 
Fuchs and V. Rhoden do not corroborate Biichler’s findings. 
Neither do we find any evident relation between age and function 
of the barrier in our patients. As a matter of fact, the analysis 
of Table 4 shows that in each of the psychotic groups the tendency 
to abnormal permeability, characteristic of the whole group, is also 
found in the subdivisions based on the age of the patients. We see 
that in schizophrenia a decreased permeability is more frequent 
than an increased one. This is true in patients up to the age of 30 
as well as those between 30 and 50. 

In the group of organic psychoses the greatest percentage of 
cases with high permeability (characteristic of the group) were 
observed at the ages up to 30, and also between 30 and 50; and 
considerably less frequently in patients over 50. It is also clear 
that age does not affect the permeability in the remaining two 
psychotic groups. 


TABLE 4. 
PERMEABILITY IN PER CENT. 
No. 
Age of cases Increased Normal Decreased Diagnosis 

40 9 22.2 55.5 22.2 Organic psychosis. 

20 to 50....5.. 34 32.3 64.6 2.9 Organic psychosis. 

Overt 16 12.5 75.0 12.5 Organic psychosis. 

Up 10 90.6... 27 70.3 18.5 Schizophrenia. 

20°40 28 78.5 14.3 Schizophrenia 

Wet 4 100 Schizophrenia. 

Up to 3o...... 6 0 50 50 Manic-depressive 
psychosis. 

psychosis. 

Over 50...... 0 Manic-depressive 
psychosis. 

ee 16 12.5 62.5 25.0 Mental deficiency. 

15 3:2 66.7 20.0 Mental deficiency. 


I I Mental deficiency. 
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THE CONSTITUTION OF THE CEREBROSPINAL FLUID 
AND THE PERMEABILITY. 


It is generally recognized that meningeal congestion is accompa- 
nied by an increased permeability to various substances introduced 
into the general circulation. In our study, only in five out of 60 
patients with organic psychoses, the cerebrospinal fluid had eight 
cells, and slightly above 40 mgm. per cent of protein (Sicard’s 


SODIUM BROMIDE PERMEABILITY 
To LOW NORMAL HUI HIGH 
PQ OVERZZ PQ AG PQ. BELOWZ9 
WOO ORGANIC PSYCHOSIS | SCHIZOPHRENIA | AY FECTIVE PSYCHOSIS MENTAL DEFICIENCY 
CANERGASTIC) (PARERG ASTIC) (THYMERGASTIC) (OLIGERGASTiC 
© bT CASES b4CASES AACASES 3ZCASES 
7347. 
LOb 
14 24.314 
1.2% 
117. 
17, 


Cuart 1.—The Permeability in Four Different Psychotic Groups. 


method). In three of them the permeability was above the normal. 
These few cases could not influence the above recorded results 
(Chart 1) which we obtained in this type of psychosis. In all our 
cases of schizophrenia, manic-depressive psychoses and mental 
deficiency, the cerebrospinal fluids were normal. 


SUMMARY AND COMMENT. 


From the literature reviewed (Tables I, 2, 3), one derives 
the impression, strongly advocated, particularly by Hauptmann, 
V. Rhoden, Strecker and Malamud among others, that the perme- 
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ability of the barrier between blood and cerebrospinal fluid is 
raised (low P. Q.) in organic psychoses, diminished in schizo- 
phrenia, and within normal limits in manic-depressive psychosis. 
Our study leads us to somewhat different statements: From the 
graphic presentation of our findings in four different psychotic 
groups (Chart 1) it follows: 

1. In each group the prevalent number of cases has a normal 
permeability (P. Q. 2.9-3.3). The percentage of normals is strik- 
ingly high in organic psychoses and schizophrenia (anergastic and 
parergastic reaction types), in which, as mentioned above, an es- 
sentially abnormal permeability has been found. 

2. In our experience the dysfunction of the barrier manifests 
itself however, by an increased permeability (low P. Q.) more 
frequently in the anergastic group than in any other; and by a 
decreased permeability (high P. Q.) in a relatively high percentage 
of cases of schizophrenia, as compared to the organic psychosis. 

3. In our experience age did not appear to affect the permeability. 

4. The small number of cases with positive pleocytosis and 
increase of protein in the cerebrospinal fluid could have no marked 
influence on our results as recorded in Chart 1. 

5. In the light of our findings one is thus justified in speaking 
of only a certain tendency to an increased permeability of the 
hemato-encephalic barrier in the organic psychoses and a decreased 
one in schizophrenia. Such a tendency is not however character- 
istic of only these two psychotic reaction types; in the affective 
psychoses and cases of mental deficiency, idiocy and imbecility, 
we see similar tendencies, approximately as pronounced. 
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Correspondence, 


To THE Epitor oF THE AMERICAN JOURNAL OF PSYCHIATRY: 

Sir: Ina recent article’ Dr. John Levy concludes that “ the first 
born child is a problem child more frequently than children in any 
other ordinal position . . . . after allowance has been made for 
the fact that there are more first born children in the community.” 
During the course of his discussion Dr. Levy takes occasion to 
refer to an earlier article of mine dealing with the same problem. 
In so doing he criticizes my technique and fails to state or misstates 
my conclusions. He asks “ Does the factor of ‘ firstbornness ’ 
lead to the development of problems, or is it as Dr. Curt Rosenau 
(Should be Rosenow) says . . . . a question of age?” ”* I did not 
say that it was a question of age. I said: “In final conclusion we 
may say definitely that first born children from small families pre- 
sent problems to child guidance clinics more frequently than other 
children from such families... . . Whether age as a selective 
factor accounts completely for this preponderance remains an open 
question.” * 

Again quoting Dr. Levy, “ Believing the matter of age important, 
Dr. Rosenau (sic) has made a ‘correction for age.’ .... In 
connection with the need for correction for age, two questions 
arise. Is such a correction necessary at all? Is it necessary in the 
present study?” This is followed by a number of arguments. He 
concludes “ . . the important consideration would seem to be 
not the age of the children but the number of first born and second 
born children in the community . . . .” In reply I shall show that 


taking account of age was indicated in Dr. Levy’s study and in 
mine. 


*A Quantitative Study of Behavior Problems in Relation to Family Con- 
stellation. A. J. Psychiatry, Vol. X., No. 4, January 1931. 

? Op. cit., p. 647. 

* The Incidence of First Born Among Problem Children. Ped. Sem. & J. 
Gen. Psy., 1930, 37, pp. 145-151. 


68 
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In my study I compared the incidence of first born among 
patients of the clinic with the incidence of first born in the families 
from which the patients came. In such a control group the first 
born is necessarily older than the second born. The average differ- 
ence was 3.58 years in this particular group. The following figures 
taken from Table 2 in my article will show how incidence of 
ordinal position varied with age. In the control group, out of 26 
children below 3$ years of age only one was first born. Out of 
21 children 16$ years or above, 20 were first born. Out of 91 
children below 6} years of age 15 were first born and 14 of these 15 
(93 per cent) were problem children; 76 were second born and 
14 of these (18 per cent) were problem children. In other words 
62 out of 76 second born children appeared in my records only 
because their older sibs presented problems. Similarly out of 
44 children 144 years old and above, 33 were first born and 12 of 
these (36 per cent) presented problems, 11 were second born and 
g (82 per cent) of these presented problems. In the face of such 
facts it is a little difficult to understand why anyone should question 
the propriety of a closer analysis of the facts. As for Dr. Levy’s 
arguments, it is superfluous to discuss them. They cannot change 
the facts. 

In Dr. Levy’s study taking account of age was indicated because 
his control group was not a sample of the general population of the 
city of Chicago. He did indeed begin with census figures of the 
general population but, by manipulation, he created an artificial 
population more nearly comparable with the clinical group. That 
procedure was entirely proper, but it manipulated the age factor 
in such a way as to make it necessary to take account of it. In the 
general population there is little reason for supposing that the 
average age of first born individuals is greater than that of others. 
To be sure the first born is born first, but presumably he dies first 
also. There is no reason to suppose that average age will vary with 
ordinal position in a census of living persons, unless mortality 
varies with ordinal position. However, as stated above, Dr. Levy’s 
control group is not a true sample of the general population. Con- 
sidering his Table XII, individuals not living in families and 
families composed of three individuals or less were excluded from 
the table. He assumed that every family contained two parents. 
Accordingly a family of (e. g.) four contains one living first born, 
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one living second born. The ordinal position of the “ parents ” 
remains unknown and they are excluded. The total effect of these 
manipulations results in an approximation to a census of children 
living in their own homes, as Dr. Levy intended. Let us consider 
now a hypothetical group of siblings (not containing only children). 
In such a group one or more younger sibs corresponds to every 
first born. Consequently the average age of the first born is neces- 
sarily greater than that of any other ordinal position. The same 
thing holds of Dr. Levy’s group, unless mortality has altered the 
composition of the group. Possibly, probably, mortality does 
change the picture, but, unless speculation is preferable to investi- 
gation of the facts, taking account of age was just as necessary in 
Dr. Levy’s study as it was in mine. 

The question may be raised whether a sample drawn from the 
general population of a very large cosmopolitan city represents 
fairly the population from which the clinic draws its cases. This 
question does not arise in my study. It is true that my control 
group does not represent the general population, but it is a perfect 
sample of the families from which the cases came. Moreover there 
does not seem to be any special reason for believing that the con- 
clusions reached do not apply to the general population. Indeed 
Dr. Levy’s results seem to indicate that they do. 

When properly interpreted, Dr. Levy’s study and mine do not 
conflict. Instead they support each other. Working with a group 
of 200 patients I found a preponderance of first born, but the 
difference was not significant statistically. I said ““ The accumula- 
tion of a greater number of cases may settle this question in one 
way or another, but it seems very unlikely that a really strong pre- 
ponderance will emerge . . . .” Dr. Levy, working with 485 cases, 
found differences very similar to those found by me, and his differ- 
ences are significant statistically, though not overwhelmingly so. 
In a study by Miss Whyte and myself, now in print, we reached the 
same results. None of the differences are “very strong,” but 
jointly they create a strong presumption of validity. 

Dr. Levy’s work and mine is a check upon the “ clinical hunch ” 
of those who have expressed views upon the relative numerical 
frequency of first born among problem children. In view of 
Dr. Levy’s first paragraph it may be well to point out that it is 
not a check on “certain psychiatrists” who have described the 
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psychological forms which problems tend to take in different 
ordinal positions. In my article the point is taken care of by the 
statement that “. . . . Dr. (Alfred) Adler has said nothing about 
the relative frequency with which these problems occur.” 

Finally, with reference to the hunch that first born children 
present problems more frequently than others, it has been over- 
whelmingly established by Dr. Levy’s work and mine. Indeed, if 
ordinal position is recorded conveniently, anyone can confirm that 
in an hour by counting a few hundred cards. The question really 
investigated by Dr. Levy and myself is whether or no this fact is 
an artifact. Clinical intuition is silent about the relative frequency 
of first born in the population from which the problem cases are 
selected. Counting “only children” as first born children, it can 
be shown from Dr. Levy’s Table II that 41.3 per cent of the 
general population are first born, 27.5 per cent second born, and 
31.2 per cent occur in later ordinal positions. Possibly these figures 
account for the hunch, depending upon how the hunchist defines 
a first born child. 


I am very truly yours, 
Curt RosENow. 


| 


j2otes and Comment. 


VALEDICTORY.—With this number of THE AMERICAN JOURNAL 
oF Psycuiatry, the close of its eighty-seventh year of continuous 
publication and of its tenth volume under its present title, my 
editorial connection terminates. 

It has seemed to me, therefore, somewhat fitting that I make 
some note of the occasion and as what I shall say will be of neces- 
sity more or less personal, that I drop the editorial “ we.” 

It has occurred to me that something might very properly be 
said on this occasion concerning the origin and history of the 
JoURNAL, with some reference to the history of its contemporaries 
in the same field. 

The year 1844 was an epoch-making one in the history of the 
periodical literature of psychiatry. 

The first number of the Allgemeine Zeitschrift fiir Psychiatrie 
was issued early in the year as the organ of the German 
psychiatrists. 

In May of the same year the Annales Medico-Psychologiques 
was put forth as the exponent of French psychiatric thought and 
practice. 

In July, 1844, The American Journal of Insanity appeared. It 
was published at the State Lunatic Asylum, Utica, N. Y., now the 
Utica State Hospital, and edited by its medical staff. Within a 
comparatively short time two other periodicals devoted to mental 
disorders were published. These were The Journal of Psychologi- 
cal Medicine and Mental Pathology, issued in 1848 in London, 
under the editorship of Dr. Forbes Winslow, and The Asylum 
Journal of Mental Science, published by the English Association 
of Medical Officers of Asylums and Hospitals in 1853 and edited 
by Dr. J. C. Bucknill. 

Dr. Winslow’s Journal, a quarterly, was discontinued at the 
end of its sixteenth year. The Journal of Mental Science, having 
dropped the word Asylum from its title several years ago, is 
still published, the property and organ of the Royal Medico- 
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Psychological Association of Great Britain. With its American, 
German and French contemporaries, which have also been regu- 
larly published since their first issue, it may be numbered among 
the oldest medical periodicals. 

These journals have been, each in its particular sphere, active 
agents in the promotion of progress in psychiatry. The extent and 
value of their influence it would be difficult to estimate. 

On May 28, 1844, Dr. Amariah Brigham, the first superin- 
tendent of the Asylum at Utica, wrote Dr. Pliny Earle, the physi- 
cian to Bloomingdale Asylum, New York: “1 am about starting 
an American Journal of Insanity, quarterly, octavo, ninety-six 
pages, edited by the officers of the Asylum.” In two months the 
JourNat had its birth and has now attained the ripe age of eighty- 
seven years. 

Although Dr. Brigham wrote that the JouRNAL would be edited 
by the officers of the Asylum, he added: ‘ The first number I 
must prepare myself,’ and that was true also as to the immedi- 
ately subsequent numbers to a large degree. 

The idea of the founder was to make it to some extent a popular 
journal ; to “‘ adapt it to the general reader.” 

Dr. Brigham in this way therefore became an early worker in 
the field of mental hygiene. In September, 1844, just before the 
publication of the second number of the JourNAL he wrote Dr. 
Farle: “ The establishment of the JouRNAL was a rather hazard- 
ous undertaking ; but I now feel encouraged by the assistance of 
professional friends and a good, though not large, subscription 
list.” 

“T think something of the kind is needed in this country and 
after a few numbers it can be made, and should be, more strictly 
professional, though the great public needs instructing on insanity.” 


Dr. Brigham was successful in bringing to his aid not only 
Dr. Earle, but Dr. Isaac Ray, Dr. Luther V. Bell of the McLean 
Asylum, Dr. Samuel B. Woodward of Worcester, Mass., Dr. 
Thomas S. Kirkbride, and other members of the profession, among 
them Dr. Nathan S. Davis, then residing in Binghamton, N. Y., 
who has been commonly called the father of the American Medi- 
cal Association. 
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In the second volume of the JouRNAL were published descrip- 
tions of the Bloomingdale Asylum with its history from the pen 
of Dr. Earle, and of the Department for the Insane of the Penn- 
sylvania Hospital by Dr. Kirkbride. Dr. Ray contributed to the 
same volume “ Observations on the Principal Hospitals for the 
Insane of Great Britain, France and Germany.” 

Considerable attention was paid to jurisprudence, particularly as 
relates to mental disorders, and the famous decision of Chief Jus- 
tice Shaw, of the Supreme Court of Massachusetts, on the “Author- 
ity to Restrain the Insane ”’ (confine in hospitals), is published in 
full. 

I cannot refrain from quoting from the instructions of Judge 
Edmunds of New York to the jury in a trial for manslaughter in 
New York in May, 1845, published on page 261 of Volume II 
of the JouRNAL. 

After commenting upon the attempts of the law to define crimi- 
nal responsibility, he says: “ Yet the law in its slow and cautious 
progress still lags far behind the advance of true knowledge.” How 
aptly this statement, which Dr. Brigham printed in italics, applies 
to the conditions in some of our courts at the present day! 

It would be of much interest to follow the correspondence of 
Dr. Brigham with Dr. Earle in regard to the JourRNAL and its 
affairs, but space does not permit. 

In one of his letters he writes: “ How can the JouRNAL be 
made better? It will not do to have it all strictly medical yet.” 

Dr. Brigham was not a man of vigorous health. He was often 
temporarily disabled by attacks of illness, but he was a hard 
worker, and expected all under his direct supervision to be hard 
workers. 

Making some inquiries about an applicant for a position on the 
hospital medical staff, who had referred to Dr. Earle, he asks: 
“Is he aciive and industrious? I cannot get along with a lazy man 
even if he has all other good qualities.” 

In his occasional holiday trips, the holidays being almost always 
compulsory because of ill health, Dr. Brigham took opportunity 
to visit all institutions for mental disorders within convenient dis- 
tance. He wrote the JoURNAL concerning these visits and was not 
by any means sparing in his criticism of conditions he found, if 
such criticism seemed to him justifiable. 
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His letters make frequent reference to his condition of health 
and in the fall of 1846 he writes Dr. Earle: “ I am getting old and 
averse to labor and cannot, | think, take charge of the JouRNAL 
oF INSANITY another year. Will you not take it? I believe such 
a journal is needed and under your charge it would do much good. 
There are now subscribers enough to pay and it brings many 
exchanges.” 

Dr. Brigham at the time the letter was written had not quite 
completed his forty-eighth year, four years the junior of the pres- 
ent editor when he assumed editorial direction twenty-seven years 
ago, and thirteen years the junior of Dr. Hurd when he asked to 
be relieved of the editorial supervision in 1904! 

Dr. Brigham’s last letter to Dr. Earle was written in April, 
1849, as Dr. Earle was about to sail for Europe. In this as in pre- 
vious letters he seeks something for the JouRNAL. He asks for 
occasional communications about foreign institutions for the in- 
sane, which he says “ will gratify many ” 
personal lines which will be ‘ 


and further asks a few 
‘a great kindness in addition to many 
others I have received from you.” He also expresses an anxiety to 
obtain engraved portraits of English psychiatrists, “ Connolly, 
Prichard, Brown, Gaskell and others,” if possible. 

On September 8, 1849, Dr. Brigham died, following an attack of 
dysentery, which had its inception the previous month. 

The managers of the Utica institution very wisely determined 
that the death of Dr. Brigham should not terminate the existence 
of the JoURNAL, and assuming the responsibility for its continued 
publication, they requested Dr. T. Romeyn Beck, of Albany, a 
member of the Board from its origin, to assume the editorial direc- 
tion of the JOURNAL. 

Dr. Beck had, from the publication of the first number of the 
JouRNAL, shown a great interest in its conduct and had been in 
many ways of assistance to Dr. Brigham. He contributed original 
articles, abstracts from other journals, reviews and translations. 
He yielded to the solicitations of his fellow managers, consenting 
to conduct the JoURNAL for a year; but it was not until the close 
of its tenth volume, April, 1854, that he was able to relinquish his 
editorial work. Dr. Beck was the author of a work on Medical 
Jurisprudence, the first edition of which was published in 1823. 
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It comprised two large volumes of nearly two thousand pages and 
passed five American, four English and one German edition. 

He says in his valedictory: “Admonished by advancing age and 
more imperative avocations, I leave the situation with many thanks 
to the contributors and with a full assurance that the American 
Journal of Insanity will continue to be edited in a manner worthy 
of its name.” 

Dr. Nathan D. Benedict, who was appointed medical superin- 
tendent to succeed Dr. Brigham late in the year 1849, did not 
apparently assume any responsibility in the conduct of the 
JourNAL. After Dr. Beck’s resignation of the editorship, Dr. 
John P. Gray, then senior assistant, took over the duties of editor, 
assisted by other members of the medical staff. 

Dr. Benedict, after an absence of several months in the South, 
because of illness from a pulmonary affection, found it necessary 
to relinquish his office as superintendent late in 1854, and Dr. Gray 
succeeded him. 

The first number of the JouRNAL under Dr. Gray’s supervision 
appeared in new type and in a much improved make-up. 

Under Dr. Gray the JourNAL became more aggressive, and in 
some degree a personal organ. 

He was ably assisted by his assistant physicians, among whom 
in the early period were Drs. Van Deusen; John B. Chapin, who 
probably contributed the first paper on syphilis and insanity pub- 
lished in this country; Dr. A. O. Kellogg, who before he joined 
the staff was a contributor to the JoURNAL; Joseph M. Cleveland ; 
Judson B. Andrews; and Walter Kempster. 

My first connection with the JouRNAL was in April, 1878. I had 
joined the staff, as I thought, temporarily to fill a vacancy caused 
by the absence of one of the members in Europe. I was attracted 
to Utica by its laboratory, where I was afforded an opportunity to 
do some work in pathology, wholly unrelated to mental disorders. 

My interest soon, however, was transferred from the laboratory 
to the clinical side of the work, and an assistant, resigning, to 
engage in other work, I was very glad, upon Dr. Gray’s invitation, 
to remain on the staff. 

I early became, following the suggestion of Dr. Andrews, inter- 
ested in the conduct of the JoURNAL, an occupation in which I had 
had some previous experience. 
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For nearly seven years I remained a member of the Utica staff 
and an associate editor of the JouRNAL. Dr. Gray after a few 
years contributed but little to the editorial work beyond occasional 
suggestions, the work falling upon Dr. Andrews, until he resigned 
in 1880, and then upon myself, Dr. Andrews’ successor as senior 
assistant, Dr. G. Alder Blumer and Dr. Pilgrim. 

After the spring of 1882, when Dr. Gray was wounded by an 
insane man living in Utica who appeared at his office door one 
evening in March and shot him in the face, Dr. Gray practically 
ceased all journalistic activity. 

When I left Utica late in 1884, Dr. Blumer, who succeeded me 
as senior assistant and in 1886, on the death of Dr. Gray, became 
medical superintendent, began that editorial work which continued 
until the JouRNAL ceased to be published at Utica. He exhibited 
therein a degree of literary ability which his successors have failed 
to attain. He made changes in the typographical appearance of 
the periodical for the better, he introduced new departments and 
in short greatly improved the JouRNAL both in appearance, in 
contents and in literary excellence. 

In 1894 there was some cause for apprehension that a State 
Lunacy Commission of pronounced bureaucratic tendencies might 
take control of the JoURNAL to its undoubted detriment. The 
managers of the Utica hospital therefore decided upon conference 
with a committee of the Council of the American Medico- 
Psychological Association to dispose of the JouRNAL, which since 
Dr. Brigham’s death had been the property of the hospital, to that 
organization. The JouRNAL and its subscription list, good will, 
etc., was, therefore, sold to the Association. 

A committee, of which Dr. Edward Cowles, Dr. Henry M. 
Hurd and Dr. Richard Dewey were the members, was appointed 
to conduct the JouRNAL, and Dr. Richard Dewey was made editor. 
The office of publication was moved to Chicago and there for three 
years Dr. Dewey conducted the periodical with signal ability and 
to the great satisfaction of the Association. 

Dr. Dewey at the end of three years found, owing to the pressure 
of other duties, that he was no longer able to act as editor, and the 
Council of the Association named Drs. Henry M. Hurd, G. Alder 
Blumer, G. Montgomery Mosher and Edward N. Brush as an 
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Editorial Board. Dr. C. K. Clarke, of Toronto, was added to the 
Board in 1904. 

Dr. Hurd became editor-in-chief. The office of publication was 
removed to Baltimore and entrusted to the Johns Hopkins Press. 

For seven years Dr. Hurd pulled the laboring oar and the 
JouRNAL will never lose the impress of his work. 

In 1904 he asked to be relieved from active editorial work, and 
I was chosen to succeed him. I had for many years thereafter the 
advantage of living in fairly close proximity to Dr. Hurd, and took 
frequent advantage thereof to seek his assistance and advice. With- 
out these I should have fallen much farther short of the mark my 
predecessors had set. 

In to11 Dr. Hurd asked to be permitted to resign from the 
Editorial Board. The Council accepted his resignation and at once 
appointed him Editor Emeritus. 

In 1917 Dr. Blumer followed Dr. Hurd’s example and was also 
made an Editor Emeritus. 

Drs. C. Macfie Campbell and Albert M. Barrett were appointed 
to the vacancies thus created. 

In December, 1922, the Editorial Board lost an active and eff- 
cient member by the death of Dr. J. Montgomery Mosher, of 
Albany, N. Y. Dr. George H. Kirby, of the New York State Psy- 
chiatric Institute, was selected in his place, and when a little more 
than a year later Dr. C. K. Clarke died Dr. H. Douglas Singer, of 
Chicago, was appointed to the vacant position. 

In 1921 the American Medico-Psychological Association changed 
its name to The American Psychiatric Association, adopting a new 
Constitution and By-Laws, and at the same time The American 
Journal of Insanity became THE AMERICAN JOURNAL oF Psy- 
CHIATRY. Since July, 1927, the JouRNAL has been published bi- 
monthly instead of quarterly and the number of pages in each issue 
has been increased. Each issue now contains about double the 
number of pages of the quarterly of 1846 and there has been an 
increase in the size of the printed matter on each page from three 
and one-half inches by six and one-quarter to four inches by six 
and one-half. 


With the increased frequency of issue there came an increase 
in the editorial staff. Dr. Harry Stack Sullivan and Dr. Clarence B. 
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Farrar were made associate editors and Drs. Karl M. Bowman, 
Henry A. Bunker, Jr., William Rush Dunton, Jr., Franklin G. 
Ebaugh, Theophile Raphael and Edward A. Strecker were made 
collaborators. 

I sometimes wonder if editors of medical periodicals appreciate 
their possible power and influence; if they make the best use of 
their opportunities ? 

Three score years ago I entered the office of a leading surgeon 
of that day as his pupil in medicine, as was the practice of that 
period, attending the sessions of the medical school from about 
October first until about the first of the following March—each 
year for three years. For three years I had the opportunity to read 
the numerous exchanges which came to the Buffalo Medical and 
Surgical Journal of which he was the editor. I am fully convinced 
that I learned more medicine, not only on the scientific side, but 
from a practical standpoint from these exchanges than for any 
text-books I read or from many of the lectures, particularly the 
didactic ones, which I heard and of which I took copious notes. 

In what teaching it has been my privilege to undertake I have 
made a point to impress upon students the value to be gained from 
a discriminating study of the periodical literature of medicine. 

In all well-organized medical schools students are now referred 
constantly to this source of knowledge. In my day it was the ex- 
ception to find a student who had more than a knowledge of the 
names of a few leading journals of medicine. 

Upon the failure of the editor’s health, I took over at his re- 
quest the editorship of the Buffalo Medical and Surgical Journal 
shortly after I graduated in 1874 and carried it on for over four 
years, so that when by virtue of my position on the staff of the 
asylum at Utica I became one of the editors of the Journal of 
Insanity I had already accumulated, as I have intimated above, 
some journalistic experience. 

With the exception of the interval between the winter of 1884 
when I resigned from the Utica staff, and July, 1897, when I 
again became officially connected with the Journal of Insanity, I 
have been doing more or less editorial work since early in 1874, 
a period of forty-five years in all; forty-one of which have been 
spent in the service of this JouRNAL. My readers will I am sure 
agree with me that it is high time for a change. 
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And now, after this long and, I fear, tiresome history, it is time 
to say to my associates, to the readers of the JouRNAL, and to the 
officers and members of this Association farewell. 

I do not say it as one who no longer expects to be one of you, 
but as one who lays down a task with the confident expectation of 
seeing it much better fulfilled than he could possibly be expected 
to have done, and of enjoying the experience. My work on the 
JOURNAL is ended but I can say with Pliny, “Alia initia e fine” 
(From the end spring new beginnings).” 

The work has not been a task in the sense of being a burden. 
It has been a constantly changing experience, from year to year, 
almost from one issue of the JoURNAL to another, so rapid have 
been some of the changes in the science of psychiatry and in the 
art of its application to the problems of mankind. 

I wrote a moment ago of the educational value of medical periodi- 
cal literature. It is of much more value to the editor of a medical 
journal than to the reader and will always continue to be so, and 
I trust, indeed I know, that I have gained by the experience. 

To the members of the editorial staff, past and present, I can 
never adequately express my appreciation for help given, for 
much encouragement and cheer. Some have passed beyond, and 
there is often longing for a touch of the vanished hands and the 
sound of the voices that are stilled. Others, old and dear friends, 
remain. 

Blumer, with whom I have worked and been on terms of affec- 
tionate intimacy for half a century, and whose injunction written 
me some months ago as to this valedictory, I have failed to heed ; 
Barrett and Campbell, always dependable, always ready with sound 
advice and valued assistance ; Sullivan, a more recent addition to our 
staff, with whom it has been a pleasure and a rare experience to 
work ; and Farrar, of whose early psychiatric training I had some 
direction, an old and valued hospital assistant and laboratory 
worker ; Kirby, when able, has always stood ready to do his part and 
to enlist the assistance of members of his staff. Among the collabo- 
rators I am in debt to many but I cannot omit to mention by name 
Dunton, my senior assistant at Sheppard Hospital for years, who, 
though he had then no official position on the JourNAL staff was 
often of great aid to both Dr. Hurd and myself. On more than 
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one occasion in the past in my absence, or in the rare instances 
of illness, he has alone seen the JouRNAL through the press. 

I would be very derelict did I fail to mention with the warm- 
est appreciation the services of the Johns Hopkins Press, its 
earlier Secretary, Mr. Murray, some time librarian of the Uni- 
versity, and Mr. C. W. Dittus, the present most efficient and 
obliging Secretary. 

What shall I say that will sufficiently express my sense of debt 
to the printers of the Journat, The Lord Baltimore Press of 
Baltimore ? 

In 1897, when the JouRNAL was brought to Baltimore, its print- 
ing was entrusted to The Friedenwald Company, printers, now 
known under the title used above. As one enters the lobby of 
The Lord Baltimore Press his eye is greeted by a legend in Greek 
set in colored tile in the mosaic floor. A liberal translation would 
read, “ No little thing neglected or overlooked.” * 

In over a quarter of a century | have found this legend or motto 
literally true. No little thing has been neglected to carry out the 
editor’s wishes or lighten his labors. 

Time after time when proof has come back to me from con- 
tributors there has come with it the comment, “ Your printers send 
out remarkably clean proof.” 

From the President of the company down to the youth who 
wraps up and weighs packages of manuscript and proof, I have 
met the greatest courtesy and the utmost consideration. To them, 
not only I, but the contributors, too, and the readers of the Jour- 
NAL, owe much. 

To the Association, the owners of the JourNAL, I, its servant, 
have felt all these years a profound sense of an obligation imper- 
fectly met but the confidence which you reposed in me in permit- 
ting me, in a measure, through your official organ, to act as your 
spokesman, has been a great, and will be as long as life lasts an 
enduring, joy. I have some times, when at your meetings I made 
my annual report, been complaining, some times critical. You have 
met my statements kindly and patiently and I thank you. If I 


*This legend is a paraphrase of the Greek rendition of the eighteenth 
verse of the fifth chapter of the Gospel of St. Matthew. 
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have served you, imperfectly though it may have been—if I have 
served you, I am content. 

Following the teaching of the apostle Peter, I have sought peace 
and ensued it. I have contended with none except for those prin- 
ciples which I thought just and right and enduring ; but the con- 
tention has always been of a friendly kind. If, however, I have 
wounded any, if at any time I have seemed unjust or arbitrary, 
I crave pardon. 

If in any one’s pathway I have unwittingly cast a stone, I trust 
that it has not caused him to stumble, that it has not been thought 
done in malice. 


Epwarp N. Brusu. 
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Handworterbuch der Psychischen Hygiene und der Psychiatrischen Fiir- 
sorge. Herausgeben von O. BumxkeE, Miinchen; G. Kors, Erlangen; 
H. Roemer, Illenau; und E. KAnN, New Haven. (Berlin und Leipsig: 
Verlag von Walter De Gruyter & Co., 1931.) 


(Compendium of Mental Hygiene and Psychiatric Treatment and Proce- 
dure. Edited by O. Bumxe, G. Kors, H. Roemer, and E. KAun (Ber- 
lin and Leipzig: Walter de Gruyter & Co., 1931).) 

In this symposium of 391 pages, the editors have brought together a highly 
instructive, comprehensive and up to date series of papers by outstanding Ger- 
man workers, bearing upon the many problems and aspects of Mental Hygiene 
and Psychiatry. In every sense the compilation represents a really fine hand- 
book or cyclopedia, covering the entire field as it stands today and in its 
multiple and intricate relations to other branches of knowledge and experi- 
ence. It should, without any doubt, prove a very worthwhile addition to the 
psychiatrist’s library. In all some 72 articles, alphabetically arranged, are 
included. These, as intimated, are most catholic in their scope, very readable, 
compactly and yet surprisingly completely done, ranging in length from 
part of a page, closely printed, to thirty pages, with the average about five 
pages. 

Of especial interest is the paper on Mental Hygiene (Roemer—Illenau), 
affording an excellent discussion of the development of this concept and 
movement throughout the world, up to the present and including a very good 
account of the International Congress in Washington last May. Here too, 
as is characteristic of the treatment as a whole, one is agreeably struck by 
the breadth of viewpoint shown, progress and literature of all countries re- 
ceiving their full measure of thought and appreciation. Other articles, par- 
ticularly interesting in themselves and as indicating somewhat the wide scope 
of this presentation, may be listed as follows: 

Alcohol and its Effects (Wlassak—Vienna), Industrial Medicine 
(Koelsch—Munich), Special Aspects of Psychiatric Treatment and Hand- 
ling (several papers by various authors), Problems of Juvenile Psychopathy 
(Gregor—Flehingen), Geopsychology (Helpach—Heidelberg), Sex Life 
(Maier—Zurich), Relief Societies for the Mentally Ill (Dannemann—Hep- 
penheim), Constitution (Hoffmann—Munich), Biology and Psychology of 
the Criminal (Villinger-—Hamburg), Psychology and Mental Hygiene of 
the Crippled (v. Baeyer—Breslau), Culture, Civilization and Art (Stern— 
Davos), Joy of Living (Kahn—New Haven), Love (Maier—Zurich), The 
Press (Krapf—Munich), Psychoanalytic Methods (Mauz—Marburg), Men- 
tal Hygiene in Urban and Rural Sections (Weygandt—Hamburg), Psycho- 
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therapy (Kretschmer—Marburg), Suicide (Kant—Munich), Social Hy- 
giene (Gottstein—Berlin), Heredity and Degeneracy (Lange—Munich), 
Concept of Life (Stern—Davos). 
THEOPHILE RAPHAEL, 
University of Michigan, Ann Arbor, Mich. 


Das Genie-Problem, Eine Einfiihrung von Dr. WILHELM LANG-EICHBAUM. 
(Miinchen: Verlag von Ernst Reinhardt, 1931.) 


(The Problem of Genius. By Wi1LrHEeLM Lanc-Etcnpaum (Munich: Ernst 
Reinhardt, 1931).) 

In this 125 page brochure, the author gives us a fine epitome of his larger 
work, ‘ Genius—Mental Disorder and Fame,” one of the most important and 
thought provoking contributions of recent years. Moreover through con- 
densation the presentation loses none of its original force. However, for a 
full appreciation of Eichbaum’s thesis, certainly sufficiently significant to be 
gone into deeply, the reader is earnestly referred to the mother book. 

By Eichbaum genius is construed in its broader and more traditional sense 
and not simply and purely as outstanding acuity of intelligence per se. Thus, 
from his point of view, genius calls for four major components. First the 
man himself, the “trager” or bearer of genius, a particular personality con- 
stellation although not of any one single pattern as such and not necessarily 
of especially high valence intellectually—but, in any event, a special per- 
sonage, a marked man and emanating a certain aura or, as the author has 
it, an “historische Mensch.” Second, there must be noteworthy or signal 
performance, the same definitely registered upon the world audience, what- 
ever the specific form it may happen to take. A third factor is the special 
impression made upon his fellows, heroic, supramundane, for some reason 
not completely grasped by them different from the herd and not subject to 
the same limitations and circumstances as they. These last, the rest of the 
world, the receivers so to speak, supply the fourth ingredient and their 
response, if of a certain type, is the final step in the building up of genius. 
This is accomplished through the phenomenon of fame or reputation, appar- 
ently the absolute sine qua non to the authentication of genius. That is, in 
addition to personal qualities and the accomplishing of certain things, the 
individual and what he has done must be recognized and accorded this spe- 
cific accolade, fame. This accolade, too, is by no means always bestowed in 
strict accordance with excellence of intellect or spirit or absolute achieve- 
ment. From this viewpoint genius is not so much a fact as a process, often 
requiring many years for its fructification. It is in a sociologic sense an 
institution or as the author puts it, a “ socio-religio-psychologic end product.” 

Of especial interest is Lang-Eichbaum’s discussion of the relationship of 
genius to psychopathology. Thus on the basis of his very exhaustive investi- 
gation he would estimate the proportion of frank mental disorder among 
geniuses, according to his criteria, as from 12 per cent to 13 per cent, in 
contrast to 0.5 per cent, his figure for the general population. Further, of 
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his 78 “greatest names,” 37 per cent experienced at least one psychotic 
episode, 83 per cent were definitely psychopathic in the sense of the occur- 
rence of inborn abnormalities, 10 per cent mildly so and 6.5 per cent healthily 
balanced. Likewise of his 35 “all highest” genii, 40 per cent were analyzable 
in terms of psychosis with 90 per cent psychopathic and 8.5 per cent without 
essential detectable deviation. 

The large majority, therefore, of the genius group would appear to be of 
the second or psychopathic type and into this category fall many illustrious 
names, among them Michelangelo, Byron, Beethoven, Schopenhauer, Hebbel, 
Kleist and Heine. With those, who in addition displayed pronounced 
tendency to the use of narcotic drugs or alcohol, are placed de Quincey, 
Poe, Wilde, Baudelaire, Gautier, Socrates, Cato, Rembrandt, Tasso, Ver- 
laine and Bismarck. Also Richard Wagner, Moliére, Flaubert and Mohammed 
are characterized as “neurotic-hysterics.”’ Many developed psychoses, 
chiefly senile, sclerotic and paretic apparently, later in their careers 
and without significant effect upon performance, save of course such as 
might obtain through the existence of primary psychopathy. In numerous 
others, however, the psychotic process, in some with remissions of varying 
lengths, coursed concomitantly with the active period of accomplishment. 
Here among others we find Nerval, Luther, Strindberg, Blake, Rousseau, 
van Goch, Maupassant and Manet. 

From the above, much light is thrown upon the mentioned factor of the 
impression of “difference” or preternaturality made upon others, for the 
author the principle of the “ ichpositive.” Likewise a clue is afforded as to 
the special achievement capacity of genius, the unusual in make-up and 
intrinsic dynamicism postulating a priori the signal or unique in performance. 
Also as one reflects, stepping farther into the thinking opened up by Eich- 
baum, genius takes on a certain tragic aspect, driven on as it largely seems 
to be, willy-nilly, blindly often and painfully, by irresistible forces and cir- 
cumstances but fragmentarily appreciated, and achieving not so much by 
virtue of positive balance and integration but indeed, not infrequently, by the 
very opposite, imbalance or discordance. 


THEOPHILE RAPHAEL, 
University of Michigan, Ann Arbor, Mich. 


SUBJECT INDEX 


Note.—Abbreviations: (Abs.) denotes an abstract, (Ed.) an editorial 
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Westbrook Sanatorium 


DEPARTMENT FOR MEN DepaRTMENT For Women 
JAS. K. HALL, M.D. P. V. ANDERSON, M.D. 
O. B. Darpen, M.D. J. H. Roysrmr, M.D. 


Richmond, Virginia 


Associate Associate 


HE INSTITUTION is situated 
just outside the city on a hundred 
and twenty acre tract of land. 


@ The work is limited to the treat- 
ment of nervous and mental! disorders, 
and to addictions to alcohol and drugs. 


@ There are twelve buildings and 
one hundred and forty beds. Four 
physicians reside at the Sanatorium 
and devote their time to the patients. 
A training school for nurses is main- 
tained. 


Work in the out-of-doors is 
distinct part of the treatment. The _ 
Institution has its own truck farm, 


dairy and poultry yard. An illustrated 
booklet will be sent upon request. 
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Bl ythewood,” 


STANWICH ROAD, OFF BOSTON POST ROAD 
GREENWICH, CONNECTICUT TELEPHONE 
GREENWICH 410 


WILEY P. R. VESSIE, M. D. 
MEDICAL DIRECTOR 
ve health resort. BiYTHEWoop does not remind 
ent that it is a sanitarium or hospital because of its 
di and landscaping. There are no barred windows, 
fences, and no nurses or other employees in uniform. 


are beautifully furnished. You may prescribe for 
m of hydrotherapy, physiotherapy and arts and 


+96 iudy and treatment of mental and nervous disorders 


PROCEEDINGS 
ILLOQUIUM ON PERSONALITY 
ANVESTIGATION 


es of the American Psychiatric Association, Com- 
rith the Social Sciences, December 1-2, 1928, New 


PROCEEDINGS 
(OLLOQUIUM ON PERSONALITY 

INVESTIGATION 
of the American Psychiatric Association, Com- 


Psychiatry and the Social Sciences, and of Social 
November 29-30, 1920, New York City. $1.75. 


JOHNS HOPKINS PRESS 
2 Baltimore, Maryland 
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